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Abstract 
Despite the potentially serious consequences related to gambling behaviour, few studies have 
focused on gambling among seniors. The present study collected sociodemographic and 
problem gambling data from a sample of seniors in a northern community. Participants were 
categorized according to sub-groups of problem gambling severity and were screened for 
mental disorders using two validated measures. Comparisons were conducted across groups 
based on sociodemographic and gambling-related variables. Additional statistical tests were 
then performed to evaluate differences across groups on mental disorders. This exploratory 
study provides insight into the nature of gambling among seniors through an examination of 
sociodemographic characteristics, motivations for gambling, and the prevalence of 
concurrent mental health disorders. Given the aging population in Canada, and the 
widespread availability of gambling activities, this study has important clinical implications 
for the screening and treatment of seniors who gamble, and provides valuable information 
that expands the field of gambling research. 
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CHAPTER 1: INTRODUCTION 
Given the increased availability of gambling opportunities in contemporary Canadian 
society, several researchers have called for more detailed research in the area of problem 
gambling due to concerns about the potential for negative psychological, social, and 
economic impacts (Nixon, Solowoniuk, Hagen, & Williams, 2005). For example, problem 
gambling has been related to distress, loneliness, and depression, and researchers have noted 
progressive negative impacts of problem gambling that include increasing financial and 
relationship difficulties (Ontario Problem Gambling Research Centre, 2004, November). 
Research that examines the prevalence of gambling has been conducted in several 
countries, and problem gambling has been shown to be a significant concern (Fraser Institute, 
2002, February). In the United States and Canada, for instance, it is estimated that 1 to 3% of 
the general population has experienced problems associated with gambling (Lepage, 
Ladouceur, & Jacques, 2000). In the province of British Columbia (BC), it has been 
estimated that 4.3% of the general population are moderate problem gamblers, while 0.9% 
are severe problem gamblers (BC Ministry of Public Safety and Solicitor General, 2008). 
There are fewer studies that examine the phenomenon of problem gambling among 
seniors, despite the estimate that by the year 2031 , the number of people in Canada over the 
age of 65 will increase to 23-25% of the population, which is more than double the current 
proportion of 11 % (Canadian Institutes of Health Research, 2005). Some researchers have 
investigated the sociodemographic variables related to seniors who gamble, such as income, 
age, education, and marital status (Zaranek & Chapleski, 2005), and others have explored the 
types of gambling activities that seniors engage in (Govoni, Frisch, & Johnson, 2001). 
However, despite the potentially serious consequences for seniors who gamble, only a 
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handful of studies have looked at the mental health correlates in this population, and none 
have focused on mental health variables using comprehensive measures. 
The following exploratory study was designed to investigate both sociodemographic 
and mental health correlates among a sample of seniors who gamble in northern BC. This 
study expands on the small body of research in this area, addresses the need to examine the 
correlates of gambling among seniors in a rural community, and responds to the call to more 
rigorously investigate specific mental health correlates through the use of comprehensive 
screening instruments. 
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CHAPTER II: THE PROBLEM 
Significance of the Study 
It is clear that more research is needed in BC to build on the knowledge base that 
currently exists regarding seniors and gambling. The impetus of this study stemmed from the 
interest of the researcher who provides clinical and prevention problem gambling services in 
northern BC. Based on the researcher' s clinical observations, it appeared that a high number 
of individuals presenting for gambling treatment also struggled with a psychiatric condition. 
The researcher also observed that a substantial number of people who presented for clinical 
services are older adults (which is an interesting observation in light of research literature 
that highlights youth populations as being especially vulnerable to problem gambling). 
This study is important because it provides insight into the nature of gambling and 
mental health in a sample of seniors in rural BC. There is a dearth of research on seniors and 
gambling in general, and only a few studies have examined the issue of mental health in this 
population. The findings from this study are very useful to clinicians with regard to the 
screening and treatment of seniors who gamble. In addition, knowledge gained from the 
study can assist various decision and/or policy makers who develop and evaluate problem 
gambling programs and services. 
Statement of the Problem 
The fundamental problem in this research area is the knowledge gap that exists 
around seniors and problem gambling. The gap in this area pertains primarily to three 
domains; sociodemographic variables, mental health correlates, and rurality. 
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First, studies have been conducted to examine the sociodemographic variables related 
to seniors who gamble, but researchers have not focused on seniors that reside in rural 
communities. Secondly, the relationship between mental health and gambling has been 
explored, but most research in this area does not focus on seniors. Thirdly, only a few studies 
have examined the elements of mental health, sociodemographic variables, and problem 
gambling among seniors- but once again- researchers have not focused on rural seniors. 
Furthermore, the methodologies used for studying all of these elements have been limited by 
brief measures that lack comprehensiveness or validity. 
Given the limitations of previous research, and the high rate of comorbidity between 
mental health disorders and various forms of addiction (Minkoff, 2001 ), this study set out to 
explore two fundamental research questions. 
Research Questions 
1. What are the sociodemographic and gambling variables associated with seniors that 
gamble in rural BC? 
2. What are the prevalence and types of mental health disorders associated with seniors 
that gamble in rural BC? 
Definition ofTerms 
Gambling and problem gambling. 
Gambling has been defined as risking something of value when there is an element of 
chance associated with the outcome (BC Ministry of Public Safety and Solicitor General, 
2004). This study is primarily concerned with problem gambling, which can be considered 
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along a continuum of gambling behaviour that ranges from low-problematic levels to 
extreme over-involvement in gambling activities (Dickerson & O'Conner, 2006). It should 
also be noted that this study examined problem gambling and not pathological gambling, 
which is listed as an impulse control disorder in the Diagnostic and Statistical Manual of 
Mental Disorders- 41h Edition Text Revision (DSM-IV-TR) (American Psychiatric 
Association, 2000). The DSM-IV-TR disorder of pathological gambling is defined by 5 (or 
more) of 10 diagnostic criteria, such as a heightened preoccupation with gambling, risking 
increased amounts of money, and repeated unsuccessful efforts to control, cut down, or stop 
gambling. In contrast, problem gambling refers to sub clinical DSM-IV-TR criteria, such as 
poor physical and emotional health, and negative impacts on financial , vocational, familial , 
and interpersonal pursuits (Fraser Institute, 2002, February). For this study, problem 
gambling was operationally defined by scores obtained on a validated measure of problem 
gambling, known as the Problem Gambling Severity Index (Wynne Resources, 2003 , 
January) . The authors of this measure offer the following definition that describes how 
problem gambling is characterized in this study: "Problem gambling is gambling behaviour 
that creates negative consequences for the gambler, others in his or her social network, or for 
the community" (Wynne Resources, 2003 , January, p. 2). 
Seniors. 
In the field of aging research, it is acknowledged that there are difficulties in defining 
seniors according to chronological age. Researchers of older adults view the use of age 
cutoffs as being too simplistic, since there is considerable diversity between the typologies of 
"young-old" (i.e., above 55 years) and "old-old" (i.e. , above 75 years) (Health Canada, 
2002). Yet, in gambling and substance use research, chronological age cutoffs are used, and 
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there is variation in age groups when authors refer to seniors. For instance, some researchers 
in the field of substance use have utilized age cutoffs of 65 or 60, and some use 55 or 50 
(Health Canada, 2002). On the other hand, in studies of seniors and gambling, some 
researchers have used age cutoffs of 60 (e.g., Erickson, Molina, Ladd, Pietrzak, & Petry, 
2005), while others include a range of ages between 55 (or lower) and 75 (or higher) (Norris 
& Tindale, 2006). In this study, the term "senior" will refer to individuals aged 55 and older. 
Mental health. 
The concept of mental health has been a focus of controversy for decades, and many 
terms have been used to describe mental health problems (Sands, 2001 ). The polemics 
surrounding the definition of mental health involve the influence of socio-cultural and 
political forces, the reification of mental illness, the methods and applications of 
classification systems, and arguments about what constitutes normality (e.g., statistical vs. 
behavioural definitions). 
The DSM-IV-TR has addressed the epistemological and definitional issues related to 
mental health, and is the accepted convention within North America for assessing mental 
disorders (American Psychiatric Association, 2000). The DSM-IV-TR has determined a 
reliable classification scheme of mental disorders using rigorous scientific methods, and has 
outlined specific criteria for identifying each mental disorder. 
This study utilized the DSM-IV-TR to define mental health and mental disorders 
(American Psychiatric Association, 2000). Mental health is defined as the absence of 
DSM-IV-TR disorders, and a full definition of mental disorders as it appears in the manual is 
reproduced below. 
In DSM-IV, each of the mental disorders is conceptualized as a 
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clinically significant behavioral or psychological syndrome or 
pattern that occurs in an individual and that is associated with 
present distress (e.g., a painful symptom) or disability (i.e. , 
impairment in one or more important areas of functioning) or with 
a significantly increased risk of suffering death, pain, disability, or 
an important loss of freedom. In addition, this syndrome or pattern 
must not be merely an expectable and culturally sanctioned 
response to a particular event, for example, the death of a loved 
one. Whatever its original cause, it must currently be considered a 
manifestation of a behavioral, psychological, or biological 
dysfunction in the individual. Neither deviant behaviour (e.g., 
political , religious, or sexual) nor conflicts that are primarily 
between the individual and society are mental disorders unless the 
deviance or conflict is a symptom of a dysfunction in the 
individual, as described above. (p. xxxi) 
To facilitate effective assessment and treatment of individuals, the DSM-IV-TR uses 
a multiaxial system that consists of five domains (American Psychiatric Association, 2000). 
This study is concerned with investigating clinical disorders (reported as Axis I disorders) 
and personality disorders (reported as Axis II). 
Rurality. 
Researchers have not come to a consensus regarding a definition of rurality, and a 
debate continues about whether such a definition should be based on geography or 
population (Helbock, 2003). It is clear, however, that smaller communities are heterogeneous 
Seniors and Gambling 8 
and that they have unique qualities and challenges that set them apart from large metropolitan 
areas. For example, rural communities have been analyzed in terms of their economic, 
cultural, political, and geographic differences to urban centers (Schmidt, 2000). Many rural 
communities have higher rates of poverty, higher rates ofunemployment, higher illiteracy 
rates, limited educational opportunities, higher disability rates, and less adequate health 
services (Green, 2003; Helbock, 2003). In addition, research has shown that rural residents 
experience several mental disorders at rates similar to those in metropolitan areas, although 
rural areas generally have fewer mental health resources (Helbock, 2003). For these reasons, 
rurality is an important factor when considering the influence that rural life may have on 
seniors who gamble. 
The current study is considered to have a rural focus because it sampled residents 
from the city ofPrince George BC, and the surrounding areas. With a population of 
approximately 80,000, Prince George is classified as an agglomeration 1 rather than a 
metropolitan area by Statistics Canada (2007). Thus, it can be compared to other 
communities that have similar qualities, such as the size of the urban core, the commuting 
flow, and the number and type of health and leisure services available to seniors. 
1 An agglomeration is constituted by one or more adjacent municipalities that surround a larger urban core 
(Statistics Canada, 2007). An agglomeration must have an urban core with a population of at least I 0,000. In 
contrast, a metropolitan area must have a total population of at least I 00,000, with at least 50,000 living in the 
urban core. 
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CHAPTER III: LITERATURE REVIEW 
Overview 
There is a growing body of research that explores problem gambling and the 
consequences that are associated with this behaviour. At the macroscopic level, the societal 
costs of pathological gambling in the United States have been estimated to be $5 billion 
annually, which includes bankruptcy, debt, wage and job loss, and criminal justice 
expenditures (National Gambling Impact Study Commission, 1999). At the individua1level , 
problem gambling can result in serious financial , health, legal, and mental health problems 
(Erikson, Molina, Ladd, Pietrzak, & Petry, 2005). Many studies have investigated suicide, 
which is perhaps one of the most devastating effects of problem and pathological gambling 
imaginable (Blaszczynski & Farrell, 1998; Ladouceur, Boisvert, Pepin, Loranger, & Sylvain, 
1994). Notwithstanding, the impact of problem gambling is also experienced by family 
members, which can result in marital stress and family breakdown (Canada West Foundation, 
2001 , November). 
In spite of studies that point to gambling as an issue for societal concern, some 
researchers have suggested that most seniors can engage in gambling behaviour as a 
recreational activity without risk of developing serious problems (Hope & Havir, 2002). For 
example, in a study that compared the gambling behaviour of seniors and younger adults, it 
was suggested that casino gambling is not a major threat to seniors, although the authors did 
qualify their conclusion by calling for more research to assess the individual costs and 
benefits of gambling on older adults (Stitt, Giacopassi, & Nichols, 2003). Another study 
found that recreational gambling in older adults was not associated with negative measures of 
health and well-being (Desai, Maciejewski, Dausey, Caldarone, & Potenza, 2004). Similarly, 
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the authors of a large Ontario study concluded that the vast majority of seniors did not appear 
to be at risk of gambling problematically because participants recognized the dangers 
associated with gambling and had effective attitudes and behaviours to minimize problem 
gambling risk (Norris & Tindale, 2006). 
Many other researchers have countered the idea that gambling is not harmful by 
attempting to raise awareness about the special risks that are associated with gambling for 
seniors (McNeilly & Burke, 2002). Following their qualitative study which revealed that 
gambling can have devastating social, psychological, and financial consequences for seniors, 
Nixon, Solowoniuk, Hagen, and Williams (2005) point out that seniors have less ability and 
time to recover from the impacts of problem gambling. Petry (2005), a leading author in the 
field of gambling research, has suggested that older adults have the most dramatic increases 
in rates of gambling behaviour. To illustrate her contention, she cites a 1975 study which 
found that 35% of older respondents reported gambling during their lifetimes, while a 1998 
study reported that 80% of older adults reported lifetime gambling. Petry also invites us to 
consider the possibility that there may be a higher rate of gambling disorders among older 
adults than what is reported in general population surveys. 
The Prevalence of Problem Gambling 
The prevalence of problem gambling has been studied in several countries, including 
the United States, Australia, the United Kingdom, and Canada (Fraser Institute, 2002, 
February). In 1999, it was estimated that 3.95% of adults in the United States (or 7.8 million 
people) met criteria for problem gambling during their lifetime, and 2% could be categorized 
as problem gamblers in the past year (National Gambling Impact Study Commission, 1999, 
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as cited in Fraser Institute, 2002, February). By way of comparison, a 1997 Canadian study 
estimated that 3.85% of the general population met the criteria for lifetime problem 
gambling, while the prevalence of past-year problem gamblers was 0.6% (Fraser Institute, 
2002, February). 
Two studies of problem gambling among seniors in Ontario have been conducted in 
recent years. One large scale survey found that the majority of seniors in their sample 
(73.5%) had participated in some form of gambling in the past year, while 6.4% of seniors 
had experienced one or more gambling related problem in the previous year (0.1 % severe 
problem gamblers, 2.0% moderate problem gamblers, and 4.3% at-risk problem gamblers) 
(Ontario Problem Gambling Research Centre, 2004, November). This rate of problem 
gambling prevalence is supported by a second large scale survey, which reported that 75% of 
their sample of seniors reported gambling in the past year, and that the estimated rate of any 
gambling problem (i.e., at-risk, moderate, or high risk) among Ontario seniors is 4.6% 
(Ontario Problem Gambling Research Centre, 2005 , September). 
Another study conducted in Ontario examined gambling behaviour among seniors in 
more depth using quantitative and qualitative methods (Govoni , Frisch, & Johnson, 2001). 
The method of participatory action research was central in this study that explored the impact 
of gambling on seniors in the city of Windsor, and had the ultimate goal of developing 
effective prevention programs in the community. The investigation utilized key informant 
interviews, focus groups, and a general population survey to gather information about seniors 
and gambling in the community. The researchers conducted the survey by telephone and 
contacted 778 seniors, of which, 355 agreed to participate (45.6% response rate). Although 
the survey results suggested that the majority of seniors reported a positive experience with 
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gambling, the researchers estimated that approximately 68% of seniors in the Windsor area 
gambled, and about 1. 7% of respondents experienced considerable financial loss due to 
gambling. In fact , the gamblers in the sample spent an average of$1275 on gambling in the 
previous year, with a maximum report of $25 ,000 spent. When this finding was combined 
with the results of the focus group data, some interesting results surfaced. Most importantly, 
it was noted that the impact of gambling on seniors extended beyond financial concerns, as 
seniors had experienced difficulties in other life areas, such as relationships, health, self-
esteem, and emotional well being. The prevalence of gambling related problems among 
seniors was also corroborated by evidence from key informant interviews with senior 
agencies, half of which had provided services to seniors who gamble. 
To investigate gambling and problem gambling in the province of BC, the provincial 
government commissioned a study entitled, The British Columbia Problem Gambling 
Prevalence Study (BC Ministry of Public Safety and Solicitor General , 2003). A 
representative sample of BC adults participated in a telephone interview (N = 2500) in 2002 
that incorporated established measures to estimate the prevalence of problem gambling, the 
demographic characteristics of problem gamblers, and the correlates of gambling. This 
landmark study produced several important findings. First, it was estimated that 4.2% of 
adults in BC are moderate problem gamblers, and 0.4% are severe problem gamblers. While 
this finding revealed that BC is comparable to other provinces in terms of overall problem 
gambling prevalence rates, it is an alarming statistic when we consider that these figures 
translate to an estimate of over 150,000 problem gamblers across BC (136,000 moderate 
problem gamblers and 14,250 severe problem gamblers). Moreover, a further 11 .1% of adults 
in BC were classified as being at risk for developing problems with gambling, which was the 
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highest at-risk rate of any Canadian jurisdiction that had conducted a similar study. Secondly, 
the study found that 4.2% of adults between the ages of 54 and 65 were gambling at 
moderate to severe problem levels, while a further 8.5% of adults in this age group were at 
risk for problem gambling. In the group of adults aged 65 years and older, 3.2% were 
gambling at moderate to severe levels, and 8.5% were at risk for problem gambling. Thirdly, 
the study reported that the highest rate of weekly gambling occurs among people between the 
ages of 55 to 64 years. High rates of weekly gambling in this age group is consistent with an 
independent study conducted by the Canada West Foundation (2000, February), which 
reported that the greatest indicators of gambling frequency were age (45 to 64 years), place 
of residence (Ontario or Prairies), and income ($30,000- $79,999). Fourth, the study 
indicated that problem gambling is more prevalent among residents of northern BC, where 
the rate of problem gambling was 10.2% (this figure includes both moderate and severe 
problem gamblers). The rate of moderate problem gambling in northern BC was estimated at 
9.6%, which was higher than the provincial average. The rate of severe problem gambling in 
northern BC was estimated at 0.6%, which was also higher than the provincial average. The 
combined figure of 10.2% was more than twice the level of problem gamblers observed in all 
other regions of the province. The rate of at-risk problem gamblers was also notably higher in 
northern BC at 13.8% (although only statistically significant when compared to the 
Island/Coastal region of BC). 
In 2007, the BC government followed up with another provincial study on the 
prevalence rates of gambling (BC Ministry of Public Safety and Solicitor General, 2008). 
This research replicated the 2002 study by conducting a telephone survey with a sample of 
3000 adults in BC. The data was weighted to accurately reflect the actual age, gender, and 
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regional distribution of adult British Columbians according to 2006 Canada census data. 
Perhaps the most troubling finding from this study is that the prevalence of severe problem 
gambling across all respondents has over doubled to 0.9% (from 0.4% in 2002). However, 
the rate of at risk gamblers has significantly decreased among all respondents to 8.7% as 
compared to 11.1% in 2002 (the rate of moderate problem gamblers has remained stable at 
3.7% in 2007 vs. 4.2% in 2002). For problem gambling among seniors between 55-64 years, 
the statistics have remained relatively stable (4.3% for moderate and severe problem 
gamblers in 2007 vs. 4.2% in 2002), as is the case among seniors over the age of 65 (2.8% 
for moderate and severe problem gamblers in 2007 vs. 3.2% in 2002). However, seniors in 
both the 55-64 and the over 65 groups have higher rates of severe problem gamblers (0.9% 
and 1.0% respectively), as compared to all other age groups, where the rate is around 0.5% 
(except for those aged 25-34 years, where the rate is 1.6%). In addition, the study reported 
that seniors still have the highest rates of weekly gamblers, at 34% for both the 55-64 age 
group and the over 65 age group. In spite of the reduction of moderate and severe problem 
gamblers observed in northern BC (5.4% in 2007 vs. 10.2% in 2002), the results of these 
studies clearly indicate that the rate of problem gambling in BC is considerable and worthy 
of further investigation- especially among seniors in the northern region of the province. 
Sociodemographic Correlates of Seniors Who Gamble 
The 2003 British Columbia Problem Gambling Prevalence Study examined a variety 
of gambling-related and sociodemographic correlates of problem gambling in the general 
population (BC Ministry of Public Safety and Solicitor General, 2003). For example, it was 
discovered that the most popular gambling activities among problem gamblers in BC were 
Seniors and Gambling 15 
sports lotteries (12 .9%), bingo (10.9%), horse racing (10.4%) and casinos (8 .8%). 
Furthermore, it was reported that residents with the lowest household incomes (less than 
$30,000 annually) had higher rates of problem gambling, and those who had never been 
married were at greater risk for developing problems with gambling. 
Turning to seniors, Petry (2002) examined sociodemographic correlates among a 
sample of 343 treatment seeking pathological gamblers in Connecticut. All participants met 
the criteria for pathological gambling and were divided into three age-related groups (i.e., 
young adulthood, middle age, and older adulthood). The results of chi-square analyses by 
gender indicated that older gamblers were more likely to be female Cl2, N = 343 = 18.24, p 
< .001) and married Cl8, N = 343 = 71.6, p < .001) than younger gamblers. No other 
demographic differences were observed across the three groups. 
In contrast, Zaranek and Chapleski (2005) did not find gender differences in their 
study of 1410 seniors in the Detroit area. In this study, it was discovered that adults aged 
60-71 were more likely to visit casinos than older seniors, and that respondents with less 
education were more likely to gamble as compared to those with more education. Zaranek 
and Chapleski also found participants with higher incomes, and those who were married to 
be less likely to visit a casino. According to these researchers, the profile of a regular senior 
patron of a casino was a "younger" person aged 60-74, who was widowed, had less than high 
school education, no transportation, and earned less than $20,000 annually. It is important to 
note that, in spite of Zaranek and Chapleski ' s findings on gender differences, there are at 
least two other studies that have found gambling (VanderBilt, Dodge, Pandav, Shaffer, & 
Ganguli, 2004) and problem gambling (Ladd, Molina, Kerins, & Petry, 2003) to be 
associated more with men in senior populations. 
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With regard to gambling activities among seniors, researchers in Alberta reported that 
the most popular form of gambling was lottery, raffle, and scratch tickets, as well as slot 
machines and bingo (Alberta Alcohol and Drug Abuse Commission, 2000, February). These 
findings are consistent with the Windsor Ontario study described above, where seniors 
reported playing lotteries most often, followed by casino gambling, raffles, pull-tabs, slot 
machines, cards, and bingo, among other activities (Govoni, Frisch, & Johnson, 2001). A 
Manitoba provincial report also found that seniors were more likely to play slot machines and 
that a higher percentage of people over the age of 50 play bingo (Addictions Foundation of 
Manitoba, 2002). 
In terms of motivation, respondents in the Alberta study reported that they gambled to 
win money, to be entertained, or to support a good cause (Alberta Alcohol and Drug Abuse 
Commission, 2000, February). Seniors in the Windsor study provided several motivations for 
gambling including, excitement or fun (66%), to be with friends (48%), to make money 
(42%), to contribute to a charitable cause (38%), for entertainment while on vacation (32%), 
to relax (31 %), curiosity (31 %), when happy or excited (21 %), and boredom (17%) (Govoni, 
Frisch, & Johnson, 2001 ). Similarly, in a study that compared two groups of seniors (one 
group from gambling venues and another from the community), McNeilly and Burke (2000) 
found that seniors sampled at gambling venues were significantly more likely to be 
motivated by relaxation, boredom, passing time, or to get away for the day. Lastly, in a study 
on problem gambling in older adults, it was found that seniors who gambled problematically 
were motivated by the possibility of winning money, by the desire for entertainment, and to 
escape stress and depression (Southwell, Boreham, & Laffan, 2008). 
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Problem Gambling and Mental Health 
The terms, "comorbidity" and "concurrent disorders" refer to any combination of 
mental health and addiction disorder that occur simultaneously within an individual, and 
much research has focused on substance use and psychiatric conditions (e.g. , Health Canada, 
2001 ). It has been well documented that those who struggle with concurrent psychiatric and 
addiction issues have poorer outcomes across several dimensions (such as higher symptom 
severity, higher rates of relapse, greater treatment resistance, higher rates of mortality, and 
higher rates of trauma) (Minkoff, 2001). 
However, the research that investigates the comorbidity of gambling behaviour and 
other conditions is less prolific. One relationship that has been examined is between 
substance abuse and problem gambling. The connection between these two disorders should 
not be surprising given that alcohol consumption is frequently made available and promoted 
in gambling facilities. Research conducted by Black and Moyer (1998), the Mood Disorders 
Society of Canada (2004 ), and Kessler et al. (2008) suggests that the link between 
pathological gambling and substance abuse is well recognized. A comprehensive literature 
review of gambling research lists an additional 24 studies conducted between 1981 and 2000 
that discuss a relationship between problem or pathological gambling and various substance 
use disorders (Alberta Gaming Research Institute, 2000, November). Petry, (2005) argues 
that the relationship between substance use and gambling disorders is unequivocal, although 
one study found substance abuse to be less common among gamblers over the age of 60 
(Kausch, 2003). 
The comorbidity between mood and anxiety disorders and problem gambling has also 
been investigated. In one literature review, it was reported that there is a greater prevalence 
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of mood disorders among problem gamblers in Canada, including dysthymia, major 
depressive disorders, cyclothymia, and bipolar disorders (Mood Disorders Society of Canada, 
2004). In another Canadian epidemiological study conducted with almost 15,000 gamblers, it 
was reported that individuals with mood or anxiety disorders are 1. 7 times more likely to be 
at moderate to high risk for problem gambling ( el-Guebaly, et al. , 2006). A national 
epidemiological study conducted in the United States that surveyed over 40,000 respondents 
also reported that 49.6% of pathological gamblers were classified as mood disordered, while 
41.3% of respondents had anxiety disorders (Petry, Stinson, & Grant, 2005). A further study 
of 1709 psychiatric outpatients discovered that individuals diagnosed with pathological 
gambling had significantly higher rates of Axis I disorders (as compared to patients without a 
diagnosis of pathological gambling) (Zimmerman, Chelminski, & Young, 2006). The 
relationship between mood disorders and problem or pathological gambling is also supported 
by studies that have found pathological gamblers and first degree relatives demonstrate a 
higher prevalence of depression and anxiety disorders as compared to matched controls that 
do not experience problems with gambling (Dannon, Lowengrub, Aizer, & Kotler, 2006). 
In comparison to other types of psychiatric comorbidities, the relationship between 
personality disorders and problem gambling is not well established. The most common 
personality disorder that has been linked to pathological gambling is antisocial personality 
disorder (Cunningham-Williams, Cottier, Compton, & Spitznagel, 1998; Slutske, et al. , 
2001 ), although avoidant and compulsive personality features have been implicated as well 
(Henderson, 2004). In one study of treatment seeking problem gamblers, the main 
personality disorders associated with pathological gambling were borderline, histrionic, and 
narcissistic personality disorders (Blaszczynski & Steel, 1998). Overall, the majority of 
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pathological gamblers in that study met diagnostic criteria for personality disorders 
indicating that, as a group, pathological gamblers exhibited rates of personality disorders 
similar to general psychiatric populations. 
A study conducted by Toneatto (2002) explored the rates of Axis I and Axis II 
disorders among problem gamblers and is particularly noteworthy owing to its methodology. 
A total of 128 individuals were recruited (i.e., 39 recovered problem gamblers, 51 untreated 
problem gamblers, 18 treated problem gamblers and 20 recreational gamblers) and the 
Structured Clinical Interview for DSM-IV-TR was utilized to detect Axis I diagnoses. The 
Personality Disorder Questionnaire-IV was also used to assess Axis II disorders. The study 
found that mood and anxiety disorders were the most common across all groups of gamblers, 
and that active gamblers reported higher levels of emotional, psychiatric, and substance 
abuse problems. In terms of personality disorders, untreated gamblers had higher rates of 
paranoid, schizoid, and schizotypal disorders than the recreational or recovered gamblers, 
F(3,98) = 4.4, p = .006. In addition, there were more cases of obsessive-compulsive, 
avoidant, or dependent personality disorders in the groups of untreated and treated gamblers 
as compared to the recreational group, F(3 ,98) = 4.4, p = .006. Toneatto concluded that 
psychiatric conditions are not stable among problem gamblers, and that resolving 
problematic gambling may significantly alleviate concurrent psychiatric conditions. 
The studies outlined above do not focus on seniors, but rather, are concerned with 
mental disorders in the general population of gamblers. The following section will review the 
small body of literature that investigates the three domains of problem gambling, mental 
health, and seniors. 
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Seniors, Problem Gambling, and Mental Health 
In addition to estimating prevalence rates, the two large scale Canadian surveys 
discussed earlier examined mental health factors related to seniors who gamble in Ontario. In 
the first study, seniors were asked to report on various factors related to gambling such as 
their beliefs, attitudes, motivations, gambling behaviours, and the amount of money spent 
(Ontario Problem Gambling Research Centre, 2004, November). Unfortunately, the study 
gathered little information about the mental health of seniors who gamble. For example, only 
a single question was used to examine depression, and no other psychiatric conditions were 
explored. 
In the study conducted one year later, more extensive data was collected based on a 
set ofDSM-IV-TR related measures that explored major depressive disorder, panic disorder, 
eating disorder, social phobia, agoraphobia, mania, suicidal ideation, and alcohol or drug 
dependence (Ontario Problem Gambling Research Centre, 2005 , September). This study 
reported a significant relationship between gambling problems and substance dependence 
disorders, but no found significant associations between gambling problems and any of the 
mental health problems examined. Although, there were several important findings in this 
study, the authors recommend careful interpretation of the results given the relatively low 
response rate, the reliance on self reporting, and the use of telephone interviewing. Other 
researchers have also questioned the ability of telephone surveys to accurately estimate 
problem gambling prevalence, and have suggested that researchers collect data in 
environments such as gambling establishments or in the community to obtain more valid data 
(Lepage, Ladouceur, & Jacques, 2000). 
A few recent studies represent pioneering efforts to focus on the psychiatric correlates 
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of seniors who gamble problematically. For instance, Burge, Pietrzak, Molina, and Petry 
(2004) found that seniors with earlier gambling onset had higher scores on the psychiatric 
subscale of the Addiction Severity Index (ASI) and were more likely to be receiving 
psychiatric treatment. The findings of this study are limited, however, by the small sample 
size and the use of the ASI as a psychiatric measure, since it was designed to assess 
substance abuse and related functional areas and is not a specific measure of psychiatric 
conditions. 
In a study by Levens, Dyer, Zubritsky, Knott, and Oslin (2005), depressive symptoms 
were found to be unrelated to gambling risk in seniors, but these results must be interpreted 
with caution since validated measures of psychiatric conditions were not employed. 
Another group of researchers matched 48 problem gambling seniors to 48 non-
problem gambling seniors and compared the groups using the Addiction Severity Index, the 
Brief Symptom Inventory, and the Short Form-36 Health Survey (Pietrzak, Molina, Ladd, 
Kerins, & Petry, 2005). This was the first study to thoroughly evaluate the health and 
psychosocial correlates of older adult problem gamblers. The results indicated that problem 
gamblers had more medical problems and scored lower on several measures of physical 
health. The study also found that problem gamblers had more psychiatric problems as 
measured by the ASI, and higher scores on the Brief Symptom Inventory sub-scales of 
depression, anxiety, paranoid ideation and psychoticism. Like other studies, this research was 
limited by the use of brief instruments that do not focus specifically on mental health 
variables. 
Erickson, Molina, Ladd, Pietrzak, and Petry (2005) administered the Short Form 
Health Survey Version 2 and the South Oaks Gambling Screen to a sample of 343 adults 
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aged 60 years and older. After comparing problem and non-problem gambling seniors, 
significant differences were noted on general health, social functioning, and role-emotional 
subscales. However, significant differences were not observed between groups on the mental 
health subscale, leading the researchers to recommend the use of more sophisticated 
assessment methods to study the mental health correlates of problem gambling among 
semors. 
Finally, Pietrzak and Petry (2006) expanded the array of psychiatric instruments and 
included the Geriatric Depression Scale, the Brief Symptom Inventory, and the UCLA 
Loneliness Scale in their study that compared 21 pathological gambling seniors to 10 
problem gambling seniors. Although these researchers found that pathological gamblers 
scored higher on these three scales, this study was limited by the small sample size. 
Following Pietrzak and Petry, the present study aimed to respond to the call for more 
advanced measures to be used in the field of research on seniors, gambling, and mental 
health. 
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CHAPTER IV: METHOD 
Overview 
This exploratory study utilized a quasi-experimental design and was conducted in two 
phases, with data collection occurring over a period of approximately 3 months. In phase I of 
the study, seniors were administered a measure of cognitive impairment and an instrument 
that assessed the prevalence and severity of problem gambling. Sociodemographic and 
gambling-related data was also collected from all participants. In phase II of the study, 
seniors who reported gambling within the past year were invited to complete two additional 
questionnaires that screen for mental disorders. Sub-groups of seniors who gamble were then 
compared using descriptive statistics, and where possible, inferential statistical techniques 
were employed. This study was approved by the University ofNorthern British Columbia 
(UNBC) Research Ethics Board (see Appendix A). 
Participants 
Sampling procedure. 
Participants in this study were recruited using nonprobability sampling procedures 
(Rubin & Babbie, 2005) and efforts targeted seniors in the city of Prince George and 
surrounding areas. Attempts were made to advertise the study at gambling sites (i.e. , a casino 
and bingo hall) but were unsuccessful. However, permission was obtained to advertise the 
study at seniors centers (see Appendix B) as well as from other sites of interest to older 
adults (e.g., PGX seniors' day, Civic Center seniors ' health fair, and UNBC orientation 
week). The technique of snowball sampling was also utilized to recruit additional participants 
following contact with seniors at the locations outlined above. Individuals that seek problem 
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gambling treatment services were also informed of the study through posters displayed at the 
local office where problem gambling treatment services are offered (see Appendix C), and an 
ad was placed in a local newspaper advertising the study (see Appendix D). A total of 73 
eligible seniors participated in the research. The vast majority of participants reported that 
they had learned about the study through the newspaper advertisement, a small number of 
seniors were recruited from posters displayed at seniors centers or events, and two 
participants were clients of problem gambling treatment services. 
Inclusion criteria. 
To be eligible for inclusion in the study, individuals had to be age 55 or older, be 
fluent in English, and must have gambled at least once in the past year. Seniors who had 
cognitive impairment as identified by scores of 23 or lower on the Mini Mental State 
Examination were not eligible for participation in the study (Folstein, Folstein, & McHugh, 
1975). This exclusion criteria is consistent with similar research in the field, although most 
studies rely on the clinical expertise of the researchers to determine the cognitive capacity of 
participants and usually do not use dementia screening tools (e.g., Burge, Pietrzak, Molina, & 
Petry, 2004; Levens, Dyer, Zubritsky, Knott, & Oslin, 2005). Three individuals were 
excluded from the study based on current active major psychiatric disorders. 
Data Collection 
Prior to initiating the study, the instrumentation and data collection procedure was 
pilot tested. The researcher then arranged to administer the questionnaires to participants at 
the sites where seniors were contacted, in a professional office, or at some other mutually 
convenient location. All seniors who expressed an interest in participating were given an 
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invitation letter (see Appendix E) and underwent an orientation with the researcher who 
thoroughly explained the voluntary and confidential nature of the study and expectations of 
participants. All participants were given the opportunity to ask questions and were required 
to review and sign an informed consent form before proceeding (see Appendix F). 
Participants were compensated $10.00 to complete the phase I questionnaires which 
included the Mini Mental State Examination (Folstein, Folstein, & McHugh, 1975), the 
Problem Gambling Severity Index (Wynne Resources, 2003), and a sociodemographic 
questionnaire. Seniors who reported participation in gambling activities within the past year 
were invited to participate in phase II of the study, which involved completing two mental 
health screening instruments. Participants who provided consent to participate in phase II 
(see Appendix G) and completed the mental health questionnaires were compensated an 
additional $30.00. 
Measures 
Mini mental state examination. 
In phase I of the study, all participants completed a screening tool designed to assess 
cognitive impairment (see Appendix H). The Mini Mental State Examination (MMSE) is an 
11 item measure that tests five areas of cognitive functioning; orientation, registration, 
attention and calculation, recall, and language (Folstein, Folstein, & McHugh, 1975). The 
instrument has a maximum score of 30 and scores of 23 or lower indicate cognitive 
impairment. The MMSE has been validated and used extensively in clinical practice and 
research settings since 1975 (Fountoulakis, Tsolaki, Chantzi, & Kazis, 2000). The instrument 
took approximately 5-10 minutes to administer. 
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Sociodemographic questionnaire. 
All participants completed a questionnaire that gathered data on various 
sociodemographic and gambling-related variables, including age, sex, ethnic background, 
marital status, education level, occupation, and household income. Additional questions 
explored the types of gambling activities that participants engaged in, their motivation to 
gamble, their history of counselling or treatment, and their age of gambling onset (see 
Appendix I). The sociodemographic questionnaire took about 10 minutes to administer. 
Problem gambling severity index. 
All participants also completed the Problem Gambling Severity Index (PGSI) (Wynne 
Resources, 2003). The PGSI is a subscale ofthe Canadian Problem Gambling Index (CPGI) 
and has been widely used across Canada in general population surveys (see Appendix J). The 
CPGI was first developed in 1997 to assess several aspects of gambling, such as involvement 
in gambling, problems related to gambling, correlates of gambling and demographic 
information (Ferris & Wynne, 2001). The instrument has sound psychometric properties, 
such as satisfactory test-retest reliability (coefficient alpha 0. 78) and good face and content 
validity (Ferris & Wynne, 2001). The CPGI is highly correlated with the DSM-IV-TR 
criterion for pathological gambling (American Psychiatric Association, 1994) and the well-
established South Oaks Gambling Screen (Lesieur & Blume, 1987), thus demonstrating 
criterion validity. Construct validity was determined by acceptable correlations between 
CPGI scores and money spent on gambling, gambling frequency, and number of adverse 
consequences reported (Ferris & Wynne, 2001). 
The PGSI is made up of 9 core self report items from the CPGI that assess two 
primary domains of problem gambling-problem gambling behaviour and the consequences 
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of that behaviour for the individual or others. For example, the PGSI measures the extent to 
which an individual gambles to chase losses, escalates gambling behaviour to maintain 
excitement, borrows money to gamble, and bets more than they can afford. Each of the nine 
items are scored between 0 and 3 using a four-point Likert scale (with 0 indicating "never" 
and 3 indicating "almost always") to produce a scale ranging from 0 to 27. Cutoff scores are 
used to classify individuals along one of five dimensions: 1) non-gambler (respondent has 
not gambled in the past year), 2) non-problem gambler (scored 0 but had gambled at least 
once in the past year), 3) low risk gambler (score of 1 or 2), 4) moderate risk gambler (score 
between 3 and 7), and 5) high risk problem gambler (score equal to or above 8). The PGSI 
does not differentiate between problem and pathological gambling, as both are considered 
severe disorders. The PGSI took about 10 minutes to administer. 
Psychiatric diagnostic screening questionnaire. 
In phase II of the study, participants who were identified by the PGSI to have 
participated in some form of gambling over the past year were administered the Psychiatric 
Diagnostic Screening Questionnaire (PDSQ) (see Appendix K). The PDSQ is a self report 
scale designed to screen for DSM-IV-TR Axis I mental disorders (Zimmerman, 2002). The 
instrument is made up of 125 questions (with yes/no responses) that assess the symptoms of 
13 DSM-IV TR disorders in five areas (American Psychiatric Association, 1994). The five 
areas include mood disorders, anxiety disorders, somatoform disorders, eating disorders, and 
substance use disorders. The disorders covered under the five major headings are the most 
prevalent in epidemiological surveys and the most frequently reported in large clinical 
samples (Zimmerman & Mattia, 2001 ). Each positive response to a question on the PDSQ is 
assigned a score of 1 and items are then grouped into subscales by type of disorder (with 
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subscale-specific cutoff scores that distinguish positive from negative cases). In addition, the 
PDSQ screens for psychosis using a separate subscale, and the total score can be used as a 
global measure of psychopathology. The instrument has been subject to rigorous test 
development procedures and has demonstrated good internal consistency and test-retest 
reliability (Zimmerman & Mattia, 2001 ). All 13 PDSQ subscales have also displayed 
significant convergent, discriminant, and criterion validity (Zimmerman & Mattia, 2001 ). 
The PDSQ took approximately 30 minutes to administer. 
Personality diagnostic questionnaire-4+. 
Participants identified by the PGSI to have some involvement in gambling were also 
administered the Personality Diagnostic Questionnaire-4+ (PDQ-4+) (Hyler, 1994 ). The 
PDQ-4+ is a self administered diagnostic instrument (consisting of 99 true/false questions) 
that measures ten DSM-IV-TR personality disorders (see Appendix L). The PDQ-4+ includes 
the diagnoses of negativistic and depressive personality disorders that are included in the 
appendix of DSM-IV-TR. The total score of the instrument is an index of overall personality 
disturbance and is determined by summing all the responses coded as "true." A total score of 
30 or more indicates a substantial likelihood that the respondent has a considerable 
personality disturbance. In addition, each item scored as true corresponds with diagnostic 
criteria for a specific personality disorder. If threshold counts for each personality disorder 
are reached or exceeded the diagnosis is recorded. The PDQ-4+ is based on its predecessor 
(PDQ-R), and was designed to accommodate for the changes to personality disorders made in 
the DSM-IV-TR (American Psychiatric Association, 2000). The instrument demonstrates 
good test-retest reliability (Hyler, Skodol, Kellman, Oldham, & Rosnik, 1990; Reich, Yates, 
& Nduaguba, 1989) as well as convergent validity with the Structured Clinical Interview for 
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DSM-III-R (Hyler, Skodol, Oldham, Kellman, & Doidge, 1992; Trull & Larson, 1994). The 
PDQ-4+ took approximately 30 minutes to complete. 
Design and Data Analysis 
This study utilized a quasi-experimental design, as scores on the PGSI were used to 
divide participants who had gambled within the past year into one of four problem gambling 
severity classifications (i.e., non-problem, low risk, moderate risk, and high risk problem 
gambling). In the analysis, due to sample size constraints, the non-problem and low risk 
categories were collapsed to form the no-low risk group, and the moderate and high risk 
categories were combined to form the moderate-high risk group. This procedure of 
collapsing categories of problem gamblers is similar to previous research ( c.f. el Guebaly et 
al. , 2006). 
An exploratory analysis was initially conducted by computing frequencies and cross 
tabulations for all sociodemographic and mental health variables across the two problem 
gambling groups. Descriptive statistics were used to analyze the sociodemographic and 
mental health correlates in each group (e.g. , types of gambling involvement, motivation, 
prevalence of comorbid mental health conditions). 
Inferential statistics were then used to make comparisons between the two groups. To 
test the significance of group differences on categorical sociodemographic data (e.g. , gender, 
education, ethnicity), the chi-square test for independence (two-tailed) was used. To compare 
the groups on the continuous sociodemographic variables of age and gambling onset, t-tests 
were utilized, with alpha levels set at .05. For the mental health instruments, t-tests were used 
to compare the groups on overall scores of psychopathology and personality disturbance. 
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Alpha levels for these omnibus tests were set at .0 1. The chi-square test for independence 
(two-tailed) was used to test the significance of group differences on the mental health 
subscales (i.e., proportions of mental disorders). To control Type I error, statistical 
significance was set at .012 for the PDSQ subscale comparisons, and .016 for the PDQ-4+ 
subscale comparisons using the bonferroni procedure. Data were analyzed using the 
Statistical Package for Social Sciences (SPSS, 2005). 
The use of non-parametric tests to compare gamblers according to gender and other 
nominal variables is standard in the field (Nadeau, Landry, & Racine, 1999; Petry, 2003 ; 
Southwell, Boreham, & Laffan, 2008). Similarly, descriptive statistics have been used to 
present the frequency of mental disorders among gamblers (Toneatto, 2002), and t-tests have 
been widely used by researchers to compare gambling and non-gambling groups on 
continuous variables (Zimmerman, Chelminski, & Young, 2006). 
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CHAPTER V: RESULTS 
Overview 
The descriptive analysis of sociodemographic variables generated various cross-
tabulations, such as the proportion of participants in each risk group, the mean age within 
each group, and a breakdown of the sample in terms of ethnicity, marital status, education, 
income levels, the most common gambling activities engaged in by participants, their 
motivations for gambling, and their treatment histories. Such analysis revealed important 
findings about the sociodemographic profile and gambling attributes of the two risk groups. 
Although the results of chi-square analyses used to test for associations between 
sociodemographic variables were not generally significant, analyses of mental health 
variables revealed significant differences across groups in terms of overall psychopathology 
and overall personality disturbance. 
Sociodemographic Variables 
Descriptive analysis. 
The total sample obtained in the study was relatively small (N = 73). The proportion 
of participants in each category of the PGSI were as follows: "non-problem" (16.4%), "low-
Risk" (24.7%), "moderate risk" (32.9%), and "high-risk" (26%). When the four categories 
from the PGSI were collapsed into two groups (no-low and moderate-high risk groups), the 
no-low risk group comprised 41.1% of the sample (n = 30), and the moderate-high risk group 
made up 58.9% of the sample (n = 43). 
Ofthe entire sample the average age was 65.51 , with participant ages ranging from 55 
to 86 years. In terms of problem gambling risk, the mean age of the no-low risk group was 
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65.97 (SD = 6.33), while the moderate-high risk group was 65.19 (SD = 7.16). For the 
purpose of comparison to other studies, participants were grouped according to age intervals, 
with 47.9% of the sample being between 55 and 64 years, 42.5% between 65 and 74 years, 
8.2% between 75 and 84, and 1.4% over the age of 85. 
With regard to sex, 67.1% of participants were female and 32.9% were male. In the 
no-low risk group, there were 10 males (33 .3%) and 20 female participants (66.7%). In the 
moderate-high risk group, the proportion of males and females were similar, with 14 males 
(32.6%), and 29 females (67.4%). 
Participants in the study could be described as diverse with regard to ethnicitl. 
Caucasians comprised 64.4% of the entire sample (those reporting North American or 
European background), Aboriginal people represented 31.5% (which includes those reporting 
First Nations, Metis, or Aboriginal ancestry), 2.8% had Asian background, and 1.4% had 
African heritage. 
The marital status of the sample was typified by participants who were partnered, as 
these individuals outnumbered those who were not engaged in a relationship. Most of the 
participants were either married (60.3%) or in a common-law relationship (2.7%). The 
remaining participants were widowed (17.8%), divorced (9.6%), single (5.5%), or separated 
(4.1 %). 
There was a wide range in the level of education among participants, with 8.2% 
having less than elementary school education and 8.2% having completed elementary school. 
Ofthose who had attended secondary school, 16.4% had not completed and 15.1% had 
graduated. A slightly smaller proportion reported that they had completed some college or 
2 Given the number of categories in the remainder of sociodemographic variables, results are reported for the 
entire sample. For a specific breakdown of the sample for each remaining sociodemographic variable according 
to ri sk group, see Table I. 
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trade school (13 . 7% ), and a larger number had graduated (24. 7% ). Of the respondents that 
attended university, 9.6% reported completing some university, while 4.1% were graduates. 
In terms of occupational status, the majority of the sample was either retired or 
unemployed (58.9%), although 32.9% were employed, and a few individuals were disabled 
(8.2%). 
The gross annual income levels across the entire sample ranged from below 
$19,900.00 to above $100,000.00 per person. There were 24.7% who had incomes below 
$19,999, and 35.6% with incomes between $20,000.00 and $39,999.00. An additional21.9% 
had incomes between $40,000.00 and $59,999.00, while the remaining 17.8% had incomes 
above $60,000.00. Table 1 presents the frequencies and proportions ofthe sociodemographic 
variables for the entire sample and by participants in each group. 
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Table 1 
Sociodemographic Characteristics 
All No-Low Mod-High 
Respondents PG Risk PG Risk 
n % n % n % 
Age 
55-64 35 47.9 14 46.7 21 48.8 
65-74 31 42.5 14 46.7 17 39.5 
75-84 6 8.2 2 6.7 4 9.3 
85 + 1.4 1 2.3 
Gender 
Male 24 32.9 10 33.3 14 32.6 
Female 49 67.1 20 66.7 29 67.4 
Ethnicity 
Asian 1.4 1 3.3 
South Asian 1 1.4 1 2.3 
African 1 1.4 1 2.3 
First Nations 12 16.4 3 10 9 20.9 
Aboriginal Ancestry 3 4.1 1 3.3 2 4.7 
Metis 8 11 2 6.7 6 14 
North American 27 37 9 30 18 41.9 
European 20 27.4 14 46.7 6 14 
Marital 
Single 4 5.5 1 3.3 3 7 
Married 44 60.3 21 70 23 53.4 
Common Law 2 2.7 1 3.3 2.3 
Separated 3 4.1 3 7 
Divorced 7 9.6 3 10.0 4 9.3 
Widowed 13 17.8 4 13.3 9 20.9 
Education 
Elementary Incomplete 6 8.2 3 10.0 3 7 
Elementary Complete 6 8.2 1 3.3 5 11.6 
Secondary Incomplete 12 16.4 3 10.0 9 20.9 
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Table 1 (continued). 
All No-Low Mod-High 
Respondents PG Risk PG Risk 
n % n % n % 
Secondary Complete 11 15.1 4 13.3 7 16.3 
Some Trades/Tech/College 10 13.7 5 16.7 5 11.6 
Diploma Trades/Tech/College 18 24.7 8 26.7 10 23 .3 
Some University Level 7 9.6 5 16.7 2 4.7 
University Degree 3 4.1 1 3.3 2 4.7 
Occupation 
Employed 24 32.9 9 30 15 34.9 
Retired 43 58.9 19 63 .3 24 55.8 
Disabled 6 8.2 2 6.7 4 9.3 
Income 
0-19,999 18 24.7 4 13.3 14 32.6 
20,000-39,900 26 35.6 7 23 .3 19 44.2 
40,000-59,900 16 21.9 10 33.3 6 14 
60,000-79,900 4 5.5 2 6.7 2 4.7 
80,000-99,900 6 8.2 4 13.3 2 4.7 
>100,000 3 4.1 3 10 
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Table 2 presents the gambling activities reported by group and shows that the most 
prevalent type of gambling for both groups was some form of lottery ( 60% in the no-low risk 
group and 51.2% in the moderate-high risk group). The next most prevalent activities for the 
moderate-high risk group were bingo and slots (39.5% and 37.2%, respectively). For the no-
low risk group, casino and slots were the next most prevalent gambling activities (both 
26.7%). 
Table 2 
Gambling Activities 
Non-Low Mod-High 
Risk Grou12 Risk Grou12 
n % n % 
Lottery/Scratch Tickets 18 60 22 51.2 
Stock Market 1 2.3 
Horse Racing 3.3 1 2.3 
Pull Tabs 2.3 
Raffle 2 6.7 4 9.3 
Bingo 7 23.3 17 39.5 
Cards 3.3 4 9.3 
Casino 8 26.7 12 27.9 
Slots 8 26.7 16 37.2 
Keno 2 6.7 1 2.3 
Participants varied with regard to motivation for gambling, with 27.9% of the 
moderate-high risk group and 70% of the no-low risk group reporting that they gambled for 
fun, excitement, or for entertainment. Other motivations to gamble were, to win money 
(48.8% of the moderate-high risk group vs. 20% of the no-low risk group), and boredom 
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(9.3% of the moderate-high risk group vs. 3.3% of no-low risk group). Of the moderate-high 
risk group, 9.3% of participants gambled to win back money lost, while 2.3% were motivated 
by grief. It was also observed that 6.7% of participants in the no-low risk group reported 
being motivated by loneliness. 
Participants were also asked to report whether they had any history of treatment for 
gambling problems, mental illness, alcohol or drug use, or any other form of treatment. The 
majority of the sample (68.5%) reported no treatment history. However, it was observed that 
16.3% of the moderate-high risk group (six females and one male) reported that they had 
sought treatment for mental health problems, as compared to only 3.3% from the no-low risk 
group (one female). Table 3 presents the frequencies and proportions of gambling motivation 
and treatment history. 
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Table 3 
Gambling Motivation and Treatment History 
No-Low Mod-High 
PG Risk PG Risk 
n % n % 
Gambling Motivation 
Fun/Excitement/Entertainment 21 70 12 27.9 
No Other Activities 2.3 
Win Back Money Lost 4 9.3 
Loneliness 2 6.7 
Boredom 1 3.3 4 9.3 
Win Money 6 20 21 48.8 
Grief 1 2.3 
Treatment History 
Gambling 3.3 4 9.3 
Mental Health 1 3.3 7 16.3 
Alcohol 2 6.7 3 7 
Drug Use 2.3 
Combination/Other 4 9.3 
No Treatment History 26 86.7 24 55 .8 
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Inferential analysis. 
An independent-samples t-test was conducted to assess the difference in mean ages 
across the two risk groups, and the test was not significant, t(71) = 0.48, p = .632. An 
independent-samples t-test was also performed to compare the average age of participants ' 
first gambling experience across the no-low risk and moderate-high risk groups. This test was 
significant, t(71) = 2.191 , p = .032. On average, participants in the moderate-high risk group 
began gambling at an earlier age (M = 27.65, SD = 15.16) than participants in the no-low risk 
group (M= 36.37, SD = 18.75). The 95% confidence interval for the difference in means was 
wide, ranging from -1.81 to 19 .24. The magnitude of the differences in the means was 
moderate (eta squared= .06), suggesting that 6% of the variance of the age at which 
participants first gambled was accounted for by whether a person was in the no-low or 
moderate-high risk group. 
To assess whether the proportion of participants in the no-low risk and moderate-high 
risk groups differed in terms of sex, the chi-square test for independence was used. The result 
of this test was not significant, x2 (1 , N = 73) = O.OO, p = 1.000. 
In order to permit statistical analyses of the remaining sociodemographic variables, 
various categories were collapsed and analyses were conducted across the no-low and 
moderate-high risk groups using the chi-square test for independence (two-tailed). 
Specifically, to test for differences in terms of the ethnic background of participants across 
the risk groups, ethnic categories were collapsed into two categories- Caucasian and Ethnic 
Minorities. A chi -square test was conducted and the result was not significant, l (1 , N = 73) 
= 2.50, p = .114, suggesting that the two groups did not differ in terms of these ethnic 
categories. 
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A chi-square test was performed to assess whether participants in the two risk groups 
differed in terms of marital status by re-classifying participants as either partnered or single, 
and the result was not significant, l (1 , N = 73) = 1.64, p = .201. 
To examine differences across groups on education level, participants were divided 
into two categories; those who had completed secondary school or less, and those who had 
post secondary school education. A chi-square test revealed that no significant difference 
existed between the groups in terms of education level, l ( 1, N = 73) = 1.89, p = .170. 
Participants were then reclassified as either employed or not employed in order to 
examine any difference across the two risk groups, and once again, the chi-square test result 
was non-significant, x2 (1 , N = 73) = 0.03 , p = .854. 
Lastly, to test for differences across the risk groups in terms of low income, the 
groups were divided according to a low income cutoff of $19,999.00 as suggested by the 
National Advisory Council on Aging (2005). A chi-square test was carried out, and the result 
was not significant, x2 (1 , N = 73) = 2.56, p = .110. Table 4 displays the results of the 
between-group tests for statistical significance. 
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Table 4 
Group Differences on Sociodemographic Characteristics 
No-Low Mod-High 
PG Risk PG Risk x2 p-value 
n % n % 
Age 
55-64 14 46.7 21 48.8 0.000 1.000 
64+" 16 53.3 22 51.2 
Gender 
Male 10 33.3 14 32.6 0.000 1.000 
Female 20 66.7 29 67.4 
Ethnicity 
Caucasianb 23 76.7 24 55.8 2.503 0.114 
Ethnic Minority" 7 23.3 19 44.2 
Marital Status 
Partnered 22 73.3 24 55.8 1.636 0.201 
Singled 8 26.7 19 44.2 
Education 
Secondary or Lesse 11 36.7 24 55.8 1.885 0.170 
Post Secondary
1 
19 63.3 19 44.2 
Occupation Status 
Employed 9 30 15 34.9 0.034 0.854 
Not Employed£ 21 70 28 65.1 
Income 
<19,999 4 13.3 14 32.6 2.557 0.110 
19,999 or moreh 26 86.7 29 67.4 
Average Age Mean SD Mean SD p-value 
65.97 6.33 65.19 7.16 0.48 0.632 
Age first Gambled Mean SD Mean SD p-value 
36.37 18.75 27.65 15.16 2.191 0.032* 
*p < 0.05. 
a ' 64+' includes '65-74' (n = 31), '75-84 ' (n = 6), and ' 85-86' (n = 1). 
b 'Caucasian' includes ' European' (n = 20), and ' North American ' (n = 27). 
c ' Ethic Minority' includes ' Asian ' (n = I), 'South Asian ' (n = I), ' First Nations' (n = 12), 'Aboriginal Ancestry ' (n = 3), 'Metis ' (n = 8), and ' African ' (n = I). 
d ' Single' includes 'single' (n = 4), 'separated' (n = 3), 'divorced' (n = 7), and 'widowed' (n = 13). 
e ' Secondary or Less' includes 'elementary incomplete ' (n = 6), 'elementary complete' (n = 6), ' secondary incomplete' (n = 12), and 'secondary complete' (n = II). 
f ' Post Secondary' includes 'some college/trades ' (n = 10), 'college/trades diploma ' (n = I 8), ' some university ' (n = 7), and ' university degree ' (n = 3). 
g 'Not Employed' includes ' retired/unemployed' (n = 43 ), and 'disabled ' (n = 6). 
h ' 19,999 or more ' includes ' 20,000-39,999' (n = 26), '40,000-59,999' (n = 16), ' 60,000-79,999 ' (n = 4). '80,000-99,999 ' (n = 6), '> I 00,000' (n = 3). 
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Mental Health Variables 
PDSQ descriptive analysis. 
Results from the PDSQ analysis revealed that many participants in the sample met the 
criteria for Axis I disorders. The most common Axis I disorders observed in the entire sample 
were somatization disorder (39.7%), followed by obsessive-compulsive disorder (32.9%), 
social phobia (30.1 %), and post-traumatic stress disorder (28.8%). 
For the moderate-high risk group the most prevalent disorders were somatization 
disorder (48.8%), social phobia (44.2%), obsessive compulsive disorder (41.9%), and post 
traumatic stress disorder ( 41 .9% ). By comparison, the prevalence of these disorders in the 
no-low risk group were somatization disorder (26.7%), social phobia (10%), obsessive 
compulsive disorder (20%), and post traumatic stress disorder (10%). 
Analyzing the results by the prevalence of psychiatric comorbidity, it was observed 
that 26.7% of participants in the no-low risk group met criteria for more than one Axis I 
disorder, while 58.1 % of the moderate-high risk group met criteria for a comorbid psychiatric 
condition. Similarly, in terms of sex, it was discovered that 20% of men in the no-low risk 
group met criteria for a comorbid condition, compared to 57.1% of men in the moderate-high 
risk group. For women, results showed that 30% of females in the no-low risk group suffered 
with comorbid mental illness, compared to 58.6% of women in the moderate-high risk group. 
Table 5 illustrates the frequencies and proportions of Axis I mental disorders by risk group. 
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Table 5 
PDSQ Axis I Disorders by Group 
No-Low Mod-High 
PG Risk PG Risk 
n % n % 
Major Depressive Disorder 2 6.7 14 32.6 
Post Traumatic Stress Disorder 3 10 18 41.9 
Eating Disorder 4 9.3 
Obsessive Compulsive Disorder 6 20 18 41.9 
Panic Disorder 3.3 12 27.9 
Psychosis 3.3 13 30.2 
Agoraphobia 13 30.2 
Social Phobia 3 10 19 44.2 
Alcohol Abuse/Dependence 5 16.7 12 27.9 
Drug Abuse/Dependence 3.3 9 20.9 
Generalized Anxiety Disorder 3 10 12 27.9 
Somatization Disorder 8 26.7 21 48.8 
Hypochodriasis 7 23.3 15 34.9 
Axis I Comorbidity 8 26.7 25 58.1 
PDSQ inferential analysis. 
An independent-samples t-test was conducted across the two risk groups to compare 
PDSQ total scores. The test was significant, t(71) = -3 .68, p = .000. Participants in the 
moderate-high risk group (M = 46.28, SD = 15. 75) had a higher level of overall 
psychopathology than participants in the no-low risk group (M = 33.73 , SD = 13.29). The 
99% confidence interval for the difference in means was wide, ranging from -21.59 to -3.50. 
The magnitude of the differences between means was large (eta squared = .16), suggesting 
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that 16% of the variance in overall psychopathology was accounted for by whether or not a 
person was in the no-low or moderate-high risk group. 
Chi-square analyses were then conducted to evaluate any differences across the two 
groups in terms of the PDSQ sub-scales, where the assumption of minimum expected cell 
count frequency was not violated. To correct for family wise error, statistical significance for 
multiple comparisons was set at .012 using the bonferroni procedure (.05 divided by four 
comparisons= .012). The results indicated no significant differences between groups on the 
following mental health disorders: obsessive compulsive disorder, l (1, N = 73) = 2.90, p = 
.089, alcohol abuse/dependence, l (1, N = 73) = 0.70,p = .403 , somatization, l (1 , N = 73) 
= 2.76,p = .097, and hypochodriasis, l (1, N = 73) = 0.64,p = .424. Table 6 presents the 
results of the inferential statistical tests. 
Table 6 
Group Differences on Axis I Disorders 
Obsessive Compulsive Disorder 
Alcohol Abuse/Dependence 
Somatization Disorder 
Hypochodriasis 
Total PDSQ Scores 
No-Low 
PG Risk 
n 
6 
5 
8 
7 
Mean 
33.73 
% 
20 
16.7 
26.7 
23 .3 
SD 
13.29 
Mod-High x2 p-value 
PG Risk 
n % 
18 41.9 2.90 0.089 
12 27.9 0.70 0.403 
21 48.8 2.76 0.097 
15 34.9 0.64 0.424 
Mean SD t p-value 
46.28 15.75 -3.68 0.000* 
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PDQ-4+ descriptive analysis. 
Consistent with the findings from the analysis of Axis I disorders, many participants 
in the sample met the criteria for Axis II disorders as measured by the PDQ-4+. The most 
frequent rates of personality disorders observed for the entire sample were obsessive 
compulsive personality disorder (45.2%), paranoid personality disorder (39.7%), avoidant 
personality disorder (30.1 %), and depressive personality disorder (24.7%). 
For the moderate-high risk group, the most prevalent personality disorders observed 
were, obsessive compulsive personality disorder (55.8%), paranoid personality disorder 
( 48.8% ), avoidant personality disorder (39 .5% ), and depressive personality disorder (34.9% ). 
The proportions of these personality disorders in the no-low risk group were obsessive 
compulsive personality disorder (30%), paranoid personality disorder (26.7%), avoidant 
personality disorder (16. 7% ), and depressive personality disorder (1 0% ). 
When the prevalence of Axis II psychiatric comorbidity was examined, it was 
observed that 20% of participants in the no-low risk group met criteria for more than one 
personality disorder, as compared to 58.1 % of participants in the moderate-high risk group. 
In terms of sex differences across groups, 20% of men in the no-low risk group and 57.1% in 
the moderate-high risk group met the criteria for comorbid personality disorders, while 20% 
of women in the no-low risk group and 58.6% in the moderate-high risk group had comorbid 
personality disorders. Table 7 illustrates the frequencies and proportions of Axis II 
personality disorders for each risk group. 
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Table 7 
PDQ-4+Axis II Disorders by Group 
No-Low Mod-High 
PG Risk PG Risk 
n % n % 
Paranoid 8 26.7 21 48.8 
Histrionic 1 3.3 4 9.3 
Antisocial 4 9.3 
Obsessive Compulsive 9 30 24 55.8 
Negativistic 1 3.3 13 30.2 
Schizoid 2 6.7 13 30.2 
Narcissistic 2 6.7 9 20.9 
Avoidant 5 16.7 17 39.5 
Depressive 3 10 15 34.9 
Schizotypal 3 10 10 23.3 
Borderline 1 3.3 9 20.9 
Dependent 3.3 6 14 
Axis II Comorbidity 6 20 25 58.1 
PDQ-4+ inferential analysis. 
An independent-samples t-test was conducted to compare the total scores on the 
PDQ-4+ by risk group. The test was significant, t(71) = -3.24,p = .002. Participants in the 
moderate-high risk group (M = 30.84, SD = 18.81) had a higher level of personality 
disturbance than participants in the no-low risk group (M = 17.40, SD = 15.22). The 99% 
confidence interval for the difference in means was wide, ranging from -24.41 to -2.46. The 
magnitude of the differences in the means was large (eta squared = .12), suggesting that 12% 
of the variance in personality disturbance was accounted for by whether a person was in the 
no-low or moderate-high risk group. 
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To assess differences across the two risk groups in terms of the PDQ-4+ sub-scales, 
chi-square analyses were conducted where the assumption of minimum expected cell count 
frequency was not violated. To correct for family wise error, statistical significance for 
multiple comparisons was set at .016 using the bonferroni procedure (.05 divided by three 
comparisons = .0 16). The results indicated no significant differences between groups on the 
following personality disorders: paranoid personality disorder, x2 (1 , N = 73) = 2. 76, p = 
.097, obsessive compulsive personality disorder, x2 (1, N = 73) = 3.77,p = .052, and 
avoidant personality disorder, x2 (1, N = 73) = 3.37, p = .066. Table 8 presents the results of 
the inferential statistical tests. 
Table 8 
Group Differences on Axis II Disorders 
No-Low Mod-High x2 p-value 
PG Risk PG Risk 
n % n % 
Paranoid 8 26.7 21 48 .8 2.76 0.097 
Obsessive Compulsive 9 30 24 55.8 3.77 0.052 
Avoidant 5 16.7 17 39.5 3.37 0.066 
Total PDQ-4+ Score Mean SD Mean SD t p-value 
17.40 15.22 30.84 18.81 -3 .24 0.002* 
* p < .01. 
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Summary 
The participants in the study represented a broad sociodemographic profile. Analysis 
of the sociodemographic variables did not reveal any significant differences between 
participants in the no-low or moderate-high risk groups. However, the results did show that a 
higher proportion of participants in the moderate-high risk group played bingo and slot 
machines. In addition, it was discovered that the participants in the no-low risk group 
reported gambling for the purpose of entertainment or excitement, rather than to win money, 
which was the most common motivation reported by participants in the moderate-high risk 
group. Other results were noted, such as a higher proportion of participants in the moderate-
high risk group reporting a history of mental health treatment, and that participants in the 
moderate-high risk group were also significantly more likely to have started gambling at an 
earlier age. The most salient difference across groups was that those in the moderate-high 
risk group had significantly higher levels of global psychopathology and overall personality 
disturbance, with elevated proportions of disorders on several sub-scales of the PDSQ and 
PDQ-4+. 
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CHAPTER VI: DISCUSSION 
Overview 
This study is unique in that it examined seniors, problem gambling, and mental 
health, using comprehensive and validated instruments in a community sample of rural 
seniors. It provides a profile of seniors who gamble in a rural context, and uncovers some 
important differences between problem and non-problem gamblers. The following section 
will briefly discuss some general characteristics of the entire sample before highlighting the 
more salient sociodemographic correlates among problem gamblers. In the same way, a 
comment about the mental health characteristics of the general sample will precede a 
discussion of the most important discoveries regarding mental health and problem gambling. 
The section concludes by outlining some implications of the study, as well its limitations and 
directions for future research. 
Sociodemographic Correlates 
General sample characteristics. 
The sample in this study was characterized by a larger proportion of females, and 
63% of participants were either married or in partnered relationships. A total of 75 .3% 
reported an annual income in excess of $20,000, and 52.1 % had higher than a secondary 
school education. These findings differ from other studies which assert that seniors who 
gamble are more likely to be male, single, or widowed, have lower incomes, and have less 
than a high school education (c.f. Alberta Alcohol and Drug Commission, 2000, February; 
Zaranek & Chapleski, 2005). Therefore, the current study implies that seniors who gamble in 
northern BC may have different sociodemographic backgrounds as compared to other 
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communities. 
Conversely, the sociodemographic characteristics in this sample were remarkably 
similar to a study conducted by Govoni, Frisch, and Johnson (2001) who randomly sampled 
355 seniors in Ontario. The studies were comparable in terms of gender as well as the age of 
participants, with 46.2% oftheir sample aged 55-74 years, 38.9% aged 65-74 years, 16.8% 
aged 75-84 years, and 1. 7% aged 85 or over. Furthermore, in both studies, participants 
engaged in lottery and casino gambling most often, and reported excitement or the chance to 
win money as primary motivations to gamble. From this comparison, it is evident that the 
current sample parallels a random sample, which has implications for the generalizability of 
the findings in this study. 
Sociodemographic correlates of problem gambling seniors. 
This study compared problem and non-problem gambling seniors with respect to the 
sociodemographic characteristics of age, sex, ethnicity, marital status, education, occupation, 
and income, and found no significant differences between groups. The absence of group 
differences in level of education is noteworthy, given this finding contradicts other studies 
(el-Guebaly eta!. , 2006) that report non-problem gamblers are more likely than problem 
gamblers to have a high school education. Thus, this study challenges other findings that 
suggest problem gambling is associated with lower levels of education. The findings also 
contradict Petry, Stinson, and Grant (2005) who found individuals who were divorced, 
separated, or widowed to be at greater risk for pathological gambling. Therefore, this study 
also contradicts the assumption that divorced, single or widowed people are at higher risk for 
problem gambling, and suggests that problem gambling may be impacting a broader 
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spectrum of seniors. 
In addition, gender differences across problem and non-problem gambling groups 
were not detected- a unique finding in light of the body of literature which indicates that 
problem gamblers are more likely to be male (e.g. , Ladd, Molina, Kerins, & Petry, 2003; 
Petry, Stinson, & Grant, 2005; VanderBilt, Dodge, Pandav, Shaffer, & Ganguli, 2004). This 
finding, coupled with concems raised by Volberg (2003) about the feminization of gambling 
(i.e. , casinos provide women a safe environment for risk taking), and Skea' s (1995) argument 
that the gaming industry targets advertising campaigns toward women, support the need for 
increased attention on female seniors who gamble. The results of this study once again depart 
from a mainstream view on the demographics associated with problem gambling, and 
highlight the need for a gender balanced perspective when considering the impacts of 
problem gambling on seniors. 
A higher proportion of seniors in the moderate-high risk gambling group reported 
playing bingo and slot machines as compared to non-problem gamblers. This result is 
consistent with research on seniors that gamble in the general population (Addictions 
Foundation ofManitoba, 2002; Alberta Alcohol and Drug Abuse Commission, 2000, 
February). Results of the current study contribute to research in this area by permitting a 
between group comparison that identifies the most prevalent gambling activities among 
problem gambling seniors. 
The most common motivation to gamble reported by seniors in the moderate-high 
risk group was to win money compared to those in the no-low risk group, who reported that 
they gambled for fun, excitement, or entertainment. These results are consistent with 
previous studies of seniors in the general population (Alberta Alcohol and Drug Abuse 
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Commission, 2000, February; Govoni, Frisch, & Johnson, 2001), as well as research on 
problem gambling and seniors (Southwell, Boreham, & Laffan, 2008). 
Moreover, problem gambling seniors were found to begin gambling at a significantly 
earlier age, which also contributes to the field of gambling research. Burge, Pietrzak, Molina, 
and Petry, (2004) similarly found that seniors with earlier gambling onset had more severe 
health problems, greater psychiatric problems, and wagered more frequently. However, this 
study extends the previous work through the use of comprehensive and validated instruments 
that assessed the differences between groups on several mental health outcomes, thus lending 
further support to the assumption that gambling which begins in young adulthood may result 
in elevated problem gambling severity in later adulthood. 
Lastly, differences between groups were noted on treatment history. Although most 
of the participants had not sought treatment for gambling problems, mental health, or alcohol 
or drug use, it was interesting to note that 16.3% of participants in the moderate-high risk 
group disclosed that they had sought help for mental health problems as compared to only 
3.3% of those in the no-low risk group. This discovery supports the link between mental 
health and problem gambling that is implied by the other major findings in the study. 
Mental Health Correlates 
General sample characteristics. 
The prevalence of Axis I and II mental disorders was measured for all participants 
using data from the PDSQ and the PDQ-4+. The most common Axis I disorders were 
somatization disorder, obsessive compulsive disorder, social phobia, and post traumatic 
stress disorder. For Axis II, obsessive compulsive, paranoid, avoidant, and depressive 
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personality disorder were the most frequent. 
Mental health correlates among problem gambling seniors. 
The results indicated that moderate-high risk problem gamblers had a higher 
prevalence of somatization disorder, social phobia, obsessive compulsive disorder, and post 
traumatic stress disorder. Three of these disorders are classified as anxiety disorders, 
suggesting that anxiety may be strongly associated with problem gambling behaviour in 
seniors. This finding is consistent with several studies in the general population that have 
also found an association between anxiety disorders and problem gambling (e.g. , Petry, 
Stinson, & Grant, 2005 ; Dannon, Lowengrub, Aizer, & Kotler, 2006; Toneatto, 2002; 
Zimmerman, Chelminski, & Young, 2006). As well, previous studies of pathological 
gamblers have reported elevated rates of anxiety disorders in general population surveys 
(Petry, Stinson, & Grant, 2005), and in populations of older adults (Pietrzak, Molina, Ladd, 
Kerins, & Petry , 2005). 
In terms of Axis II disorders, the results revealed that the moderate-high risk group 
had a higher prevalence of obsessive compulsive personality disorder, paranoid personality 
disorder, avoidant personality disorder, and depressive personality disorder. This finding 
contrasts other research which points to a strong association between antisocial personality 
disorder and pathological gambling (Cunningham-Williams, Cottier, Compton, & Spitznagel, 
1998; Pietrzak & Petry, 2005). According to the findings of this study, it appears that 
antisocial personality disorder may not be associated with problem gambling in seniors. 
However, this finding may be explained by the fact that the sample had a larger proportion of 
females relative to males, and that antisocial personality disorder is more common in males 
(American Psychiatric Association, 2000). 
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Similarly, this study did not find significant differences between groups with regard 
to alcohol abuse or dependence disorder. This finding is inconsistent with most of the 
literature on problem gambling and substance abuse in the general population, where 
researchers contend that there is a strong relationship between these two conditions (Kessler 
et al. , 2008; Petry, 2005). Rather, these results are consistent with Kausch (2003), who found 
that substance abuse and dependence do not seem to be strongly related to problem gambling 
m semors. 
Finally, it was noted that the proportion of Axis I and Axis II comorbid conditions 
were elevated in the moderate-high risk group. This result supports the key finding of the 
study- that problem gamblers differed significantly from non-problem gamblers with regard 
to overall scores on the mental health measures. This study extends previous research as it 
revealed that seniors who gamble problematically have higher levels of global 
psychopathology and personality disturbance as measured by comprehensive and validated 
instruments in a rural community sample. 
Implications 
One of the strengths of this research is that it yielded a considerable response from 
seniors who gamble. Based on the results, it is clear that social workers need to raise 
awareness about problem gambling among seniors and that prevention efforts should be 
aimed at those approaching retirement age, as well as those from all sociodemographic 
backgrounds, regardless of ethnicity, marital status, education, or income. Seniors in general 
are particularly vulnerable to the consequences of problem gambling, because they are often 
on fixed incomes and typically do not have the means to replenish money lost through 
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gambling, making the task of prevention even more critical. 
In order to be effective in raising awareness about problem gambling in older adults, 
prevention efforts need to target issues relevant to seniors. However, there are currently no 
official prevention campaigns for seniors who gamble in BC, and most prevention materials 
are generic. The findings of this study provide some direction for tailoring prevention 
material toward seniors, for example, by focusing on the most popular forms of gambling in 
this population, such as lotteries, bingo, and slot machines. Prevention efforts should also be 
aimed at educating seniors on the odds in games of chance, since many problem gamblers 
reported that they were motivated to gamble to win money. 
Furthermore, social workers' efforts to raise awareness about problem gambling may 
be greatly advanced through the development of strategic partnerships. For example, since 
seniors are more likely to seek assistance for mental health problems in primary health care 
settings (Stanley, 2001), it would be beneficial to focus prevention efforts in the medical 
community. Social workers could provide information to physicians on problem gambling 
screening and on the treatment services that are available. Training to screen for problem 
gambling could also be extended to other professionals who regularly come in contact with 
seniors, such as home care nurses, home support staff, and staff at seniors centers or 
residential care facilities . Allied professionals who work with seniors are a valuable untapped 
resource, especially in light of research which suggests that there is a dearth of skilled 
professionals who are able to provide assistance to concurrent disordered populations, and 
that concurrent disordered clients in general are poorly served (Biegel, et al., 2003; Drake, 
Mercer-McFadden, Mueser, McHugo, & Bond, 1998; Hamilton Brown, Grella, & Cooper, 
2002; Minkoff, 2001; Watkins, Burnam, Kung, & Paddock, 2001). 
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There are also important implications for clinical social workers who work in the 
field of mental health, addictions, and other settings that provide services to older adults. 
Given the increased likelihood for psychopathology to co-occur in problem gambling seniors, 
it is essential for social workers to identify seniors with comorbid conditions when 
conducting psychosocial assessments. Social workers may want to screen for both mental 
health disorders and problem gambling when clients present with either of these conditions. 
Seniors who are identified as having mental illness and problem gambling should be 
followed-up with clinical interviews and provided with concurrent treatment in accordance 
with best practice literature (Minkoff, 2001 ). Through the use of comprehensive assessment 
procedures, social workers will be able to tailor treatment plans and therapeutic interventions 
for seniors. Thus, it is recommended that practitioners be provided with sufficient 
psychometric and clinical training in the use of problem gambling and mental health 
screening instruments. 
The strong response from problem gamblers in this study also points to the need for 
specialized treatment approaches. Currently, there are no seniors-oriented treatment 
programs that address the issues facing older adults who gamble in BC. Social workers could 
develop a seniors problem gambling treatment program that is relevant to late-life 
developmental issues. In particular, group work may benefit seniors who gamble 
problematically, as social workers have found groups to be effective in helping seniors deal 
with bereavement, isolation, and shame (Angelico & Sullivan, 2005). 
In addition, this study suggests that treatment programs should pay equal attention to 
women, since it was discovered that problem gambling in seniors may not be predominantly 
associated with men. In fact, Crisp et al. (2000) urged social workers to develop treatment 
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programs that meet the needs of women as these researchers contend that there are important 
gender differences among treatment seeking problem gamblers. In their study of the sex 
differences in treatment needs among problem gamblers, they proposed that treatment may 
be more attractive to women if it focuses on supportive counselling and psychotherapy, and 
that treatment centered on information sharing and cognitive interventions may be more 
effective for men. Although their study was conducted on individuals in the general 
population, social workers could develop similar gender specific treatment for older adults. 
Moreover, because the present study found that seniors who are married or partnered 
are equally likely to develop gambling problems, gambling treatment should also consider 
the impact on spouses and/or family members. In his discussion on the negative impacts that 
gambling can have on families, Gaudia (1987) recommended that social workers consider the 
entire family unit when working with problem gamblers and suggested that effective social 
work practice should include interventions that address the economic, social, medical, and 
legal impacts of problem gambling. He also suggested that social workers offer affected 
family members crisis intervention support, education on their financial and legal rights, and 
assist families (including children) to overcome a host of emotional responses such as anger, 
fear, enmeshment, and shame. In the case of older adults, some of the negative impacts from 
gambling may be even more pronounced (e.g., irreplaceable financial loss) which is an 
important implication for social workers to consider when working with seniors who gamble 
problematically. 
Lastly, the finding that problem gambling seniors were motivated to win money may 
inspire social workers to consider the macroscopic influences that contribute to gambling 
among older adults. Other researchers have considered how structural processes that promote 
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gambling can have disproportionate negative effects on vulnerable populations such as youth 
and people in poverty (Schissel, 2001 ; Vol berg & Wray, 2007). For example, Vol berg and 
Wray (2007) argue that gambling is alluring to marginalized individuals because it promises 
hope and potential relief from harsh life circumstances. At the same time, a focus on problem 
gambling at the individual level distracts from the structural forces that contribute to 
gambling behaviour in the first place. In describing the importance of adopting a 
macroscopic perspective with regard to gambling, Volberg and Wray invite us to consider the 
links to individual risk and the implications for intervention: 
A structural perspective focuses attention on historic and economic 
changes that have resulted in the legalization, expansion, and 
corporatization of gambling, all within a context of neoconservative 
fiscal policies that have drastically reduced the tax burden on property 
owners, deregulated lending policies, and reduced consumer credit 
restrictions. These developments have created an economic and 
political situation where states increasingly look to gambling revenues 
as an economic solution to budget crises and where gamblers with 
little or no wealth can borrow- at great cost- the money needed to 
play. These structural trends- all of which support a general upward 
redistribution of wealth- are not likely to be quickly or easily 
reversed. (p. 78) 
Owing to the social justice ethic that underlies social work practice (Bains, 2006), 
social workers need to pay attention to the issue of power and how social, political, and 
economic structures can influence gambling and problem gambling among older adults. For 
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instance, social work research has implied that greater access to gambling opportunities 
translates into increased problem gambling in society (Chacko, Palmer, Gorey, & Butler, 
1997), and as a result, social workers may choose to take an active role in shaping gambling 
policies and legislation in local communities. Social workers can challenge gambling 
expansion in our communities by lobbying and advocating for legitimate community 
consultation, thereby potentially limiting seniors ' exposure to the risks and consequences 
associated with problem gambling. As another step toward protecting vulnerable populations, 
social workers can provide leadership in promoting community empowerment among older 
adults and encourage decision makers to mobilize social and economic resources to both 
reduce and prevent the problems associated with gambling in seniors. 
Limitations of the Study 
There are a number of limitations that should be taken into consideration when 
interpreting the results of this study. First, the sample size was relatively small and drawn 
from Prince George and surrounding areas, a city which has a casino and a bingo hall. 
Whether problem gambling seniors in other communities with access to fewer or different 
gambling activities would differ from non-problem gambling seniors in the same way is yet 
to be determined. 
Secondly, although the sample in this study was similar in composition to the random 
sample obtained by Govoni, Frisch, and Johnson (2001), it may not represent communities 
with greater ethnic diversity, which limits the generalizability of the results. 
Thirdly, this research was based on a self selected sample which may not represent 
the broader population of seniors who gamble. For example, the seniors who selected 
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themselves into the study may be systematically different from the seniors who chose not to 
participate. In a similar way, the study may have attracted more healthy and active seniors, 
and therefore, less active seniors may not be represented. 
Fourth, the exclusive use of self report instruments is another limitation of this 
research. By relying solely on self report measures, the responses on the mental health 
instruments may be inaccurate, thereby exaggerating or underestimating the prevalence of 
disorders in each group. While it would have been preferable to conduct clinical interviews 
to confirm the presence of disorders indicated by the mental health measures, such 
methodology was beyond the scope of this study. Notwithstanding, this limitation does not 
undermine the results of this study, as it is assumed that psychopathology and personality 
disturbance identified by the psychiatric screening instruments still reflect clinically 
important mental health characteristics of participants (c.f. Toneatto, 2002; Zimmerman, 
2002). 
Fifth, the high rate of somatization disorder identified by the PDSQ in this study may 
have resulted from the use of this instrument with older adults, who typically have more 
somatic complaints than younger adults. Alternatively, somatic complaints are frequent in 
patients with anxiety disorders, which may also have contributed to the high prevalence rate 
of somatization disorder found in the sample. 
And last, the PGSI does not differentiate problem from pathological gambling, as the 
instrument considers both as serious conditions that require clinical attention. This study was 
limited insofar as it was not possible to examine potential differences that could exist 
between the mental health correlates of problem and pathological gamblers. 
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Future Research 
This research should be replicated on a larger scale to confirm and extend the findings 
produced here. Researchers could re-examine the relationship between mental health and 
problem gambling in seniors by following up psychiatric screening with structured clinical 
interviews to confirm diagnoses indicated by the screening tools (c.f. Hasin, Trautman, 
Miele, Samet, Smith, & Endicott, 1996; Robins, Helzer, Ratcliff, & Seyfried, 1982). 
Moreover, if larger sample sizes could be obtained, additional analyses would be 
possible. Due to the sample size in this study, participants were divided into two groups 
(no-low vs. moderate-high risk), whereas with a larger sample, future research could explore 
potential differences across four categories of problem gambling severity. Another area that 
this study was not able to fully explore was gender differences in seniors. Boughton and 
Falenchuk (2007) have argued that there is a deficiency of gender specific research into 
problem gambling, which calls for more thorough research on the sex differences among 
semors. 
Future research could also build on this study by examining the strength of 
relationships between sociodemographic and other variables among seniors who gamble. 
Although the sample size and lack of an established theoretical model prohibited the use of 
logistic regression in this study (Tabachnick & Fidell, 2007), future researchers could 
construct novel hypotheses and assess Axis I and II disorders as predictor variables of 
problem gambling in rural seniors. 
Similarly, while the results of this study supplemented earlier research on gambling 
onset and problem gambling severity, future research could continue attempts to determine 
the extent to which age of gambling onset predicts problem gambling in later life. 
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Researchers could also investigate the causal relationships between mental disorders and 
problem gambling in seniors, in order to determine whether one condition precedes the other 
( c.f. Kessler et al., 2008). As well, research could focus on the relationship between problem 
gambling and substance use, especially with regard to the influence of caffeine and nicotine 
on anxiety in problem gamblers. 
Finally, future research could expound on the unique challenges facing northern 
seniors in relation to problem gambling. Given that the prevalence of problem gambling has 
been found to be higher in the north- and that seniors of today are the first cohort to be 
exposed to unprecedented levels of gambling expansion- further research is needed to 
investigate other risk factors associated with seniors and gambling. In this study, anxiety was 
implicated as a factor associated with problem gambling. However, there may also be other 
age-related mental and physiological factors that predispose seniors to developing gambling 
problems, such as grief and other negative emotional states, physical disabilities, chronic 
pain, withdrawal from paid employment, or a lack of social and leisure activities. 
Conclusion 
This research has offered unique insights into the sociodemographic and mental 
health characteristics of seniors who gamble in a rural context. In spite of the fact that 
significant differences on sociodemographic variables did not emerge between groups, it 
contributes to our understanding of gambling among older adults by implying a profile of 
seniors that may be at risk for problem gambling. Unlike other populations, seniors in 
northern BC are a very diverse group, with women, those with average incomes and levels of 
education, as well as people in relationships equally likely to gamble problematically. 
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In addition, this study produced findings that are of clinical significance, such as the 
types of gambling activities engaged in by seniors, and the motivations that may be linked to 
problem gambling. Perhaps most importantly, this research indicates that seniors with 
gambling problems may also experience mental health problems and/or personality 
disturbance- a finding that has important practical implications for screening, treatment 
planning, and predicting clinical outcomes. 
It is hoped that this study serves as a catalyst for the development of continued 
research with larger and more representative samples. It is further hoped that the information 
produced will be of value to decision makers who are tasked with designing policies and 
programs that protect vulnerable seniors. Decision makers need to consider research that 
elucidates the impacts of problem gambling on older adults, which can be devastating to the 
seniors in our communities who live in an era where self sustained retirement is an accepted 
expectation. 
Seniors and Gambling 64 
References 
Addictions Foundation of Manitoba. (2002). Gambling involvement and problem gambling in 
Manitoba. Retrieved January 7, 2008, from 
http: //www.afm.mb.ca/pdf/FinalGamblingReport_Full_.pdf 
Alberta Alcohol and Drug Abuse Commission. (2000, February). Seniors and gambling: 
Exploring the issues. Summary report. Edmonton, AB: Author. 
Alberta Gaming and Research Institute. (2000, November). Pathological gambling: The 
biopsychosocial variables and their management interim report. Edmonton, AB: 
Author. 
American Psychiatric Association. ( 1994 ). Diagnostic and statistical manual of mental 
disorders (4th ed.). Washington, DC: Author. 
American Psychiatric Association. (2000). Diagnostic and statistical manual of mental 
disorders (4th ed. Text Revision). Washington, DC: Author. 
Angelico, D., & Sullivan, J. (2005). "A particular love; A double hurt": Learning from a 
grandparent bereavement support group. InT. Heinonen & A. Metteri (Eds.), Social 
work in health and mental health: Issues, developments, and actions (pp. 3 78-398). 
Toronto, ON: Canadian Scholars' Press. 
Bains, D. (2006). If you could change one thing: Social service workers and restructuring. 
Australian Social Work, 59(1), 20-34. 
BC Ministry of Public Safety and Solicitor General. (2003). British Columbia problem 
gambling prevalence study. Victoria, BC: Author. 
BC Ministry of Public Safety and Solicitor General. (2004). Responsible gambling resource 
binder. Victoria, BC: Author. 
BC Ministry of Public Safety and Solicitor General. (2008). British Columbia problem 
gambling prevalence study. Victoria, BC: Author. 
Biegel, D. E., Kola, L. A., Ronis, R. J. , Boyle, P. E. , Reyes, C. M. D., Wieder, B., et al. 
(2003). The Ohio substance abuse and mental illness coordinating center of excellence: 
Implementation support for evidence-based practice. Research on Social Work 
Practice, 13(4), 531-545. 
Black, D.W., & Moyer, T. (1998). Clinical features and psychiatric comorbidity of subjects 
with pathological gambling behaviour. Psychiatric Services, 49( 11 ), 1434-1439. 
Blaszczynski, A., & Farrell, E. ( 1998). A case series of 44 completed gambling-related 
suicides. Journal of Gambling Studies, 14(2), 93-109. 
Seniors and Gambling 65 
Blaszczynski, A. , & Steel, Z. (1998). Personality disorders among pathological gamblers. 
Journal of Gambling Studies, 1 4( I), 51-71. 
Boughton, R., & Falenchuk, 0. (2007). Vulnerability and comorbidity factors of female 
problem gambling. Journal of Gambling Studies, 23, 323-344. 
Burge, AN., Pietrzak, R.H., Molina, C.A. , & Petry, N.M. (2004). Age of gambling initiation 
and severity of gambling and health problems among older adult problem gamblers. 
Psychiatric Services, 55(12), 1437-1439. 
Canadian Institutes of Health Research. (2005). Your health research dollars at work: Aging. 
Retrieved January 21 , 2007, from http: //www.cihr-irsc.gc.ca/e/32617.html 
Canada West Foundation. (2000, February). Canadian gambling behaviour and attitudes: 
Summary report. (Gambling in Canada Research Report No.8). Calgary, AB: Author. 
Canada West Foundation. (2001 , November). Gambling in Canada: Final report and 
recommendations. (Gambling in Canada Research Report No. 16). Calgary, AB: 
Author. 
Chacko, J., Palmer, M. , Gorey, K.M. , & Butler, N. (1997). Social work with problem 
gamblers: A key informant survey of service needs. Social Worker, 65(3), 37-45. 
Crisp, B.R., Thomas, S.A., Jackson, A.C. , Thomason, N. , Smith, S. , Borrell, J., et al. (2000) 
Sex differences in the treatment needs and outcomes of problem gamblers. Research on 
Social Work Practice, 10(2), 229-242. 
Cunningham-Williams, R. , Cottier, L., Compton III, W., & Spitznagel, E. (1998). Taking 
chances: Problem gamblers and mental health disorders- results from the St. Louis 
epidemiologic catchment area study. American Journal of Public Health, 88(7) , 1093-
1096. 
Dannon, P.N. , Lowengrub, K. , Aizer, A. , & Kotler, M. (2006). Pathological gambling: 
Comorbid psychiatric diagnoses in patients and their families. Israel Journal of 
Psychiatry and Related Science, 43(2), 88-92. 
Desai, R.A., Maciejewski, P.K. , Dausey, D.J. , Caldarone, B.J. , & Potenza, M.N. (2004). 
Health correlates of recreational gambling in older adults. American Journal of 
Psychiatry, 161(9), 1672-1679. 
Dickerson, M. , & O'Connor, J. (2006). Gambling as an addictive behaviour. New York: 
Cambridge University Press. 
Drake, R. E. , Mercer-McFadden, C., Mueser, K., McHugo, G. J. , & Bond, G. R. (1998). 
Review of integrated mental health and substance abuse treatment for patients with dual 
disorders. Schizophrenia Bulletin, 24(4), 589-607. 
Seniors and Gambling 66 
el-Guebaly, N. , Patten, S.B. , Currie, S., Williams, J.V.A. , Beck, C.A. , Maxwell, C.J. , et al. 
(2006). Epidemiological associations between gambling behaviour, substance use & 
mood and anxiety disorders. Journal of Gambling Studies, 22, 275-287. 
Erickson, L., Molina, C.A. , Ladd, G.T., Pietrzak, R.H., & Petry, N.M. (2005). Problem and 
pathological gambling are associated with poorer mental and physical health in older 
adults . International Journal of Geriatric Psychiatry, 20, 754-759. 
Ferris, J., & Wynne, H. (200 1 ). The Canadian problem gambling index: Final report. 
Ottawa, ON: Canadian Centre on Substance Abuse. 
Folstein, M., Folstein, S.E., & McHugh, P.R. (1975). "Mini-Mental State" a practical method 
for grading the cognitive state of patients for the clinician. Journal of Psychiatric 
Research, 12(3), 189-198. 
Fountoulakis, K. N. , Tsolaki, M. , Chantzi, H. , & Kazis, A. (2000). Mini Mental State 
Examination (MMSE): A validation study in Greece. American Journal of Alzheimer's 
Disease and Other Dementias, 15(6), 342-345. 
Fraser Institute. (2002, February). Gambling with our future: The costs and benefits of 
legalized gambling. Vancouver, BC: Author. 
Gaudi, R. (1987) Effects of Compulsive Gambling on the Family. Social Work, 32(3), 254-
256. 
Govoni, R. , Frisch, G.R., & Johnson, D. (2001). A community effort: Ideas to action -
understanding and preventing problem gambling in seniors. Windsor, ON: University 
of Windsor, Problem Gambling Research Group. 
Green, R. (2003). Social work in rural areas: A personal and professional challenge. 
Australian Social Work, 56(3), 209-219. 
Hamilton Brown, A. , Grella, C. E., & Cooper, L. (2002). Living it or learning it: Attitudes 
and beliefs about experience and expertise in treatment for the dually diagnoses. 
Contemporary Drug Problems, 29, 687-710. 
Hasin, D. S. , Trautman, K. D. , Miele, G. M. , Samet, S. , Smith, M., & Endicott, J. (1996). 
Psychiatric research interview for substance and mental disorders (PRISM): Reliability 
for substance abusers. American Journal of Psychiatry, 153(9), 1195-1201. 
Health Canada. (200 1 ). Best practices: Concurrent mental health and substance use 
disorders. Ottawa, ON: Author. 
Health Canada. (2002). Best practices: Treatment and rehabilitation for seniors with 
substance use problems. Ottawa, ON: Author. 
Seniors and Gambling 67 
Helbock, C.M. (2003). The practice of psychology in rural communities: Potential ethical 
dilemmas. Ethics and Behavior, 13(4), 367-384. 
Henderson, M.J. (2004). Psychological correlates of comorbid gambling in psychiatric 
outpatients: A pilot study. Substance Use and Misuse, 39(9), 1341-1352. 
Hope, J. , & Havir, L. (2002). You bet they' re having fun! Older Americans and casino 
gambling. Journal of Aging Studies, 16(2), 177-197. 
Hyler, S.E. (1994). PDQ-4 and PDQ-4+: Instructions for use. Unpublished manuscript, 
Columbia University. 
Hyler, S.E. , Skodol , A.E. , Kellman, H.D. , Oldham, J., & Rosnik, L. (1990). The validity of 
the personality diagnostic questionnaire: A comparison with two structured interviews. 
American Journal of Psychiatry, 147, 1043-1048. 
Hyler, S.E. , Skodol, A.E. , Oldham, M, J. , Kellman, D, H. , & Doidge, N. (1992). Validity of 
the personality diagnostic questionnaire- revised: A replication in an outpatient 
sample. Comprehensive Psychiatry, 33(2), 73-77. 
Kausch, 0. (2003). Patterns of substance abuse among treatment-seeking pathological 
gamblers. Journal of Substance Abuse Treatment, 25(4), 263-270. 
Kessler, R.C., Hwang, I. , LaBrie, R. , Petukhova, M., Sampson, N.A. , Winters, K.C. , et al. 
(2008). DSM-IV pathological gambling in the national comorbidity survey replication. 
Psychological Medicine, I 0. Retrieved January 3, 2008, from 
http:/ /j oumals.cambridge.org/action/display Abstract?fromPage=online&aid= 1 702092 
Ladd, G.T. , Molina, C.A. , Kerins, G.J. , & Petry N.M. (2003). Gambling participation and 
problems among older adults. Journal of Geriatric Psychiatry and Neurology, 16(3), 
172-177. 
Ladouceur, R. , Boisvert, J., Pepin, M., Loranger, M., & Sylvain, C. (1994). Social cost of 
pathological gambling. Journal of Gambling Studies, 10(4), 399-409. 
Lepage, C. , Ladouceur, R. , & Jacques, C. (2000). The prevalence of problem gambling 
among community service users. Community Mental Health Journal, 36(6), 597-601. 
Lesieur, H.R., & Blume, S.B. ( 1987). The south oaks gambling screen (SOGS): A new 
instrument for the identification of pathological gamblers. American Journal of 
Psychiatry, 144, 1184-1188. 
Levens, S., Dyer, A. , Zubritsky, C. , Knott, K. , & Oslin, D. (2005). Gambling among older, 
primary care patients. American Journal of Geriatric Psychiatry, 13(1 ), 69-76. 
Seniors and Gambling 68 
McNeilly, D.P., & Burke, W.J. (2000). Late life gambling: The attitudes and behaviors of 
older adults. Journal of Gambling Studies, 16(4), 393-415. 
McNeilly, D.P., & Burke, W.J. (2002). Disposable time and disposable income: Problem 
casino gambling behaviour in older adults. Journal of Clinical Geropsychology, 8(2), 
75-85. 
Minkoff, K. (200 1 ). Best practices: Developing standards of care for individuals with co-
occurring psychiatric and substance use disorders. Psychiatric Services, 52, 597-599. 
Mood Disorders Society of Canada. (2004, January). Mood disorders and problem gambling: 
Cause, effect or cause for concern? A review of the literature. Toronto, ON: Author. 
National Advisory Council on Aging. (2005). Seniors on the margins: Aging in poverty in 
Canada. Ottawa, ON: Author. 
National Gambling Impact Study Commission. (1999). National gambling impact study 
commission final report. Retrieved June 8, 2007, from 
http:/ I govinfo .library. unt. edu/ngisc/reports/finrpt.html 
Nadeau, L., Landry, M., & Racine, S. (1999). Prevalence of personality disorders among 
clients in treatment for addiction. Canadian Review of Psychiatry, 44( 6), 592-596. 
Nixon, G., Solowoniuk, J., Hagen, B., & Williams, R.J. (2005). Double trouble: The lived 
experience of problem and pathological gambling in later life. Journal of Gambling 
Issues, 14, 1-21. 
Norris, J., & Tindale, J. (2006). The meaning of gambling among Ontario seniors in small 
and rural communities. Guelph, ON: University of Guelph. 
Ontario Problem Gambling Research Centre. (2004, November). Gambling and problem 
gambling among older adults in Ontario. Retrieved March 1, 2007, from 
http: //www.gamblingresearch.org/download.sz/010%20Final%20Report%20revised%2 
0Nov%2015%20PDF.pdf?docid=6020 
Ontario Problem Gambling Research Centre. (2005, September). Seniors and gambling: 
Socio-demographic and mental health factors associated with problem gambling in 
older adults in Ontario. Retrieved March 1, 2007, from 
http://www. gamblingresearch. org/ download. sz/2198%20Final %20Report%20-
%20Posted%20Version. pdf?docid=7039 
Petry, N.M. (2002). A comparison of young, middle aged, and older adult treatment-seeking 
pathological gamblers. Gerontologist, 42(1 ), 92-99. 
Petry, N.M. (2003). A comparison of treatment-seeking pathological gamblers based on 
preferred gambling activity. Addiction, 98, 645-655. 
Seniors and Gambling 69 
Petry, N.M. (2005). Pathological gambling etiology, comorbidity, and treatment. 
Washington, DC: American Psychological Association. 
Petry, N.M., Stinson, F.S. , & Grant, B.F. (2005). Comorbidity ofDSM-IV pathological 
gambling and other psychiatric disorders: Results from the national epidemiologic 
survey on alcohol and related conditions. Journal of Clinical Psychiatry, 66(5), 564-
574. 
Pietrzak, R. H. , Molina, C. A., Ladd, G.T., Kerins, G.J., & Petry, N.M. (2005). Health and 
psychosocial correlates of disordered gambling in older adults. American Journal of 
Psychiatry, 13, 510-519. 
Pietrzak, R.H., & Petry, N.M. (2005). Antisocial personality disorder is associated with 
increased severity of gambling, medical, drug and psychiatric problems among 
treatment-seeking pathological gamblers. Addiction, I 00(8), 1183-1193. 
Pietrzak, R.H., & Petry, N.M. (2006). Severity of gambling and psychosocial functioning in 
older adults. Geriatric Psychiatry and Neurology, 19(2), 106-113. 
Reich, J., Yates, W., & Nduaguba, M. (1989). Prevalence ofDSM-III personality disorders in 
the community. Social Psychiatry and Psychiatric Epidemiology, 24, 12-16. 
Robins, L. N., Helzer, J. E., Ratcliff, K. S., & Seyfried, W. (1982). Validity of the diagnostic 
interview schedule, version II: DSM-III diagnoses. Psychological Medicine, 12, 855-
870. 
Rubin, A., & Babbie, E.R. (2005). Research methods for social work (51h ed.). Toronto, ON: 
Brooks/Cole. 
Sands, R.G. (200 1 ). Clinical social work practice in behavioral mental health: A postmodern 
approach to practice with adults (2"d ed.). Needham Heights, MA: Allyn & Bacon. 
Schissel, B. (200 1 ). Betting against youth: The effects of socioeconomic marginality on 
gambling among young people. Youth & Society, 32(4), 473-491. 
Schmidt, G.G. (2000). Remote, northern communities: Implications for social work practice. 
International Social Work, 43(3) , 337-349. 
Skea, W.H. (1995). Postmodem Las Vegas and its effects on gambling. Journal ofGambling 
Studies, 12( 4 ), 461-469. 
Slutske, W.S. , True, W.R., Goldberg, J., Eisen, S. , Xian, H., Lyons, M.J., eta!. (2001). A 
twin study of the association between pathological gambling and antisocial personality 
disorder. Journal of Abnormal Psychology, 110(2), 297-308. 
Seniors and Gambling 70 
Southwell, J., Boreham, P., & Laffan, W. (2008). Problem gambling and the circumstances 
facing older people: A study of gaming machine players aged 60+ in licensed clubs. 
Journal of Gambling Studies. Retrieved January 3, 2008, from 
http: //www.springerlink.com/content/959845xlll 0707v6/?p=24b 1293348c8434ab5141 
8f24cl18455&pi=2 
SPSS, (2005). Statistical Package for the Social Sciences [Computer software and manual] . 
Chicago, IL: Author. 
Stanley, M.A. (200 1 ). Mental health issues for older adults in medical settings: Introduction 
to the special issue. Journal of Clinical Geropsychology, 7(2), 91-92. 
Statistics Canada. (2007). Census metropolitan area (CMA) and census agglomeration (CA). 
Retrieved June 28, 2007, from 
http://www12.statcan.ca/english/census06/reference/dictionary/geo009.cfm 
Stitt, B. , Giacopassi, D., & Nichols, M. (2003). Gambling among older adults: a comparative 
analysis. Experimental Aging Research, 29(2), 189-203. 
Tabachnick, B.G., & Fidell, L.S. (2007). Using multivariate statistics (51h ed.). Boston: 
Pearson Allyn and Bacon. 
Toneatto, T. (2002). Psychiatric disorder and pathological gambling: Prevalence and 
correlates. Unpublished manuscript. 
Trull, T. , & Larson, S. (1994). External validity of two personality disorder inventories. 
American Journal of Personality Disorders, 8, 96-103. 
VanderBilt, J. , Dodge, H.H. , Pandav, R. , Shaffer, H.J. , & Ganguli, M. (2004). Gambling 
participation and social support among older adults: A longitudinal community study. 
Journal of Gambling Studies, 20(4), 373-390. 
Volberg, R.A. (2003). Has there been a "feminization" of gambling and problem gambling in 
the United States. Electronic Journal of Gambling Issues, 8, 1-33. 
Volberg, R.A., & Wray, M. (2007). Legal gambling and problem gambling as mechanisms of 
social domination: Some considerations for future research. American Behavioral 
Scientist, 51(1), 56-85. 
Watkins, K. E., Burnam, A., Kung, F., & Paddock, S. (2001). A national survey of care for 
persons with co-occurring mental and substance use disorders. Psychiatric Services, 52, 
1062-1068. 
Wynne Resources. (2003, January). Introducing the Canadian problem gambling index. 
Edmonton, AB: Author. 
Seniors and Gambling 71 
Zaranek, R.R., & Chapleski, E.E. (2005). Casino gambling among urban elders: just another 
social activity? Journal of Gerontology: Social Sciences, 60(2), 74-81. 
Zimmerman, M. (2002). The psychiatric diagnostic screening questionnaire manual. Los 
Angeles, CA: Western Psychological Services. 
Zimmerman, M., Chelminski, 1., & Young, D. (2006). Prevalence and diagnostic correlates 
ofDSM-IV pathological gambling in psychiatric outpatients. Journal of Gambling 
Studies, 22, 255-262. 
Zimmerman, M., & Mattia, J. I. (2001). A self-report scale to help make psychiatric 
diagnoses: The psychiatric diagnostic screening questionnaire. Archives of General 
Psychiatry, 58, 787-794. 
Appendix A 72 
UNNERSITY OF NORTHERN BRITISH COLUMBIA 
RESEARCH ETHICS BOARD 
To: 
CC: 
From: 
Date: 
Re: 
MEMORANDUM 
Desne Hall 
Dawn Hemingway 
Greg Halseth, Chair 
Research Ethics Board 
July 10, 2007 
E2007 .0705.069 
Exploring gambling among seniors in rural British Columbia: Socio-
demographic and mental health correlates 
Thank you for submitting the above-noted research proposal and requested amendments to 
the Research Ethics Board. Your proposal has been approved. 
We are pleased to issue approval for the above named study for a period of 12 months from 
the date of this letter. Continuation beyond that date will require further review and renewal 
of REB approval. Any changes or amendments to the protocol or consent form must be 
approved by the Research Ethics Board. 
Good luck with your research. 
Sincerely, 
Greg Halseth 
Desne Hall 
Social Work Department 
University of Northern British Columbia 
3333 University Way 
Prince George, BC 
V2N 4Z9 
June 24, 2007 
Appendix B 
Introduction to Research Study 
To Whom It May Concern: 
73 
My name is Desne Hall and I am conducting a study that will investigate the relationships 
between seniors, mental health, and gambling as part of my Master of Social Work Degree at the 
University ofNorthem British Columbia. I will be working under the supervision of Dawn 
Hemingway, Associate Professor in the Social Work Department at UNBC. Your service/agency 
has been identified as a potential location where participants could be recruited for this study. 
The purpose of this research is to explore the sociodemographic and gambling factors that might 
be associated with seniors who gamble in rural BC (e.g., age, gender, income, onset of gambling, 
types of gaming involvement, etc.). In addition, the study aims to examine the prevalence and 
types of mental health issues that may be associated with seniors that gamble in rural BC. 
Participation in the study is voluntary, and individuals may choose not to participate or to 
withdraw from the study at any time. Participation in the study involves the completion of five 
questionnaires in two phases. In phase one, participants will receive $10.00 to complete a fifteen-
minute questionnaire. Those identified as candidates for phase two of the study will be invited to 
complete two additional questionnaires, which take approximately 60 minutes. Individuals will 
receive $30.00 for participating in phase two. 
This study will provide important information about the nature of gambling in a sample of 
seniors in rural BC, which will be useful to clinicians who provide counseling services as well as 
to various policy makers that develop problem gambling programs. Please find enclosed a poster 
which advertises the study that I am requesting be posted at your facility in order to recruit 
participants for this study. 
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I would appreciate your support of this research and permission to advertise the study at your 
facility. Should you have any questions, or wish to discuss this study in more detail, please feel 
free to contact me by telephone at (250) 640-1155 or via email at halld@unbc.ca. You may also 
contact my thesis supervisor, Dawn Hemingway, Associate Professor at UNBC, to verify the 
ethical approval of this study or to raise any concerns that you may have by telephone (250) 960-
5694. 
Thank you, 
Desne Hall 
Researcher 
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Appendix D 
Are you 55 or Older? 
\Ve i1tt.ite )'OU to pa-rticipate i11 a 'research stud)r 
Participation in the Study is Confidential and Involves: 
1. C-aTip~tilid quteotionnairt:6 that provi~ i nfamation about Q<-1/llbling, hectlth. Md so:iodem::grapllic data (ag~. gend~. 
Etc.). T~ qu~ionro.'lir~ tak~ about 15 minut~ to compl~te and i ndrviduals \Viii roceive $10.00 for ther participaticn 
2. Old~ adults 'lvho gamble -.vi ii be in \Itt Ed to compete t."o mditioml health q usclionmire& The&> qoo:rtk:nnaitl'lS ta~ 
appra.:.imatety one h:::c.Jr to romplete and i ndrviduals wi II roc~ive SJO.OO for thEir particip_lticn 
Your Participation is Important to this Study 
TI1is research is inport<Jlt to clinicians Wll) w~Yk wiUl senk>r-s. 
If you ~e interested in partic,:.atlng or would like nl~Ye ilfonnation, please contact: 
Desne Hall 
phone: (250' 640-1155 toll free: 1-B 77- &40-1155 enui 1: llalld@.un be .ca 
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Tfus swdy 1s O£>,•ng c.onduat>d as pan o.' a l•faslflf. of Socta.' l·fu··k dt'gr~ m the UnrwH'Sf!}' ol NorthfJfTJ BnuslJ (;o.'Ut71b.'a 
and your JKN71C( at.'On ~-·oiJid be 'dwraty a.?d srncr.~' conf.'dfJfWal. Df'Snt' Ha.9 ,·s PflfiOm';ng rh1s !00515 fl?S ro..-r·h undflf· 
rtJtJ suptJrwston ol Dawn HflfTI,·ngway (Assoc;att' Pmlt'sso~: Ufo.'BC.t. 
Desne Hall 
Social Work Program 
University ofNorthem British Columbia 
3333 University Way 
Prince George, BC 
V2N 4Z9 
June 24, 2007 
Appendix E 
Introduction to a Research Study 
To Whom It May Concern: 
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My name is Desne Hall and I am conducting a study that will investigate the relationships 
between seniors, mental health, and gambling as part of my Master of Social Work Degree at the 
University ofNorthem British Columbia (UNBC). 
If you are age of 55 or older, I would like to invite you to participate in this study. Participation 
is voluntary, and you may choose not to participate, decline to answer any questions, or to 
withdraw from the study at any time. Participation involves completing up to five questionnaires 
and signing a consent form. You will have a chance to ask questions and then decide whether 
you would like to participate. Your participation will provide important information for 
clinicians and policy makers that provide services for seniors in rural BC. 
This study involves two phases. In phase one, participants will be asked to complete three 
questionnaires that examine gambling activities, mental health, and records sociodemographic 
profiles (age, gender, etc.). These questionnaires take approximately 15 minutes to complete and 
participants will be compensated $10.00. 
In phase two, participants will complete two additional questionnaires that explore mental health 
issues, and take approximately one hour to complete. Participants will receive $30.00 
compensation for phase II. 
Your responses on the questionnaires will be anonymous and confidential. Code numbers will be 
used on the questionnaires instead of names in order to protect your identity. Your name will 
only appear on the consent forms, which will be kept separate from the questionnaires in a safety 
deposit box at a bank. The coded questionnaires will be stored in a locked filing cabinet, located 
in a secure and alarmed office that is accessible only to Desne Hall and Dawn Hemingway. No 
personal names or identifying information will be entered into electronic files. All data entered 
into a computer will be encrypted, password protected, and stored in an alarmed office. All data 
will be stored for three years after completion of the study and then destroyed by shredding the 
questionnaires and consent forms. All computerized data files and electronic storage devices 
(e.g., compact discs) will also be destroyed. 
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There are no known or anticipated risks to you by participating in this research. However, if you 
experience any distress as a result of participating in this study, you will be provided with a list 
of counselling services that can provide assistance. 
A final report of the findings will be made available to all participants. The report will be 
submitted to the UNBC Library, peer-reviewed journals, and presented at professional 
conferences. No names or identifYing information will be included in the dissemination of the 
research results. 
If you would like to participate in this study, or if you have any questions, please contact me by 
telephone at (250) 640-1155 or email at halld@unbc.ca. You may also contact my supervisor, 
Dawn Hemingway, Associate Professor at UNBC by telephone at (250) 960-5694, or via email 
at hemingwa@unbc.ca 
If you would like to verify the ethical approval of this study, or raise any concerns, please 
contact the Office of Research at the UNBC at (250) 960-5820. 
Thank you for your time in reviewing this study, 
Desne Hall 
.-------------------------------------------- -
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Informed Consent to Participate in Phase I of a Research Study 
You are being invited to participate in a study that will investigate relationships 
between seniors, mental health, and gambling. The study is being conducted in two phases, 
and this information sheet and informed consent form relate to Phase I of the research. 
If you have any questions or concerns about the study, please feel free to bring your 
questions forward before participating. 
Thesis Supervisor: Dawn Hemingway, BA, M.Sc., MSW. 
Affiliation: Associate Professor, University ofNorthern British Columbia: Social Work 
Program. College of Arts, Social and Health Sciences. Telephone: (250) 960-5694. 
Researcher: Desne Hall, B.Sc. (Psych) Master of Social Work Student. 
Affiliation: University ofNorthern British Columbia: Social Work Program. College of Arts, 
Social and Health Sciences. Telephone: (250) 640-1155 . 
The project is being conducted by Desne Hall who will produce a graduate thesis in order to 
fulfill the requirements for the degree of Master of Social Work at the University of Northern 
British Columbia (UNBC). Desne Hall will be working under the supervision of Dawn 
Hemingway, Associate Professor at UNBC. 
Purpose: The purpose of this research is to learn about the factors that might be associated 
with seniors who gamble in rural BC. For example, the study will explore things like the age, 
gender, and income of seniors who gamble, the types of gambling activities that seniors 
engage in, as well as the types of mental health issues that may be associated with seniors 
that gamble in rural BC. 
What is Required: 
If you are age 55 or older, you are invited to participate in this study, which involves the 
completion of three questionnaires. These questionnaires examine your mental health, your 
involvement in gambling activities, and sociodemographic information (for example, your 
age, gender, income, etc.). The questionnaires take approximately 15 minutes to complete. 
80 
Follow-Up Contact: If you provide consent to be contacted for Phase II of the study, Desne 
Hall may contact you at a later date and request that you complete two additional mental 
health questionnaires that take approximately an hour to complete (providing permission to 
be contacted is not a commitment to participating in Phase II). If you agree to follow up 
contact, your consent to participate in Phase II of the study will be required before 
completing the additional questionnaires. 
Monetary Compensation: You will receive $10.00 for completing the questionnaires in 
Phase I of this study. If you choose to participate in Phase II of the study, you will receive 
$30.00 compensation. 
Confidentiality and Anonymity: Your responses on the questionnaires will be kept 
completely confidential and anonymous, and you may decline to respond or withdraw your 
participation at any time. Code numbers will be used on questionnaires instead of any names 
in order to protect your identity. Your name will only appear on the consent forms, which 
will be kept separate from the questionnaires in a safety deposit box at a bank. The coded 
questionnaires will be kept in a locked filing cabinet, located in an alarmed office that is 
accessible only to Desne Hall and Dawn Hemingway. No personal names or identifying 
information will be entered into electronic files-any data that is entered into a computer will 
be encrypted, password protected, and stored in a secure alarmed office. 
Right to Decline or Withdraw: Your participation is completely voluntary and you may 
choose to withdraw at any time during the study without penalty of any kind. If you decide to 
withdraw at any point before the study is complete, the information that you have provided 
thus far will be destroyed, and you will receive full compensation for participating. 
Disposal of Data: All data will be kept in a secure location for three years after the 
completion of the study. The data will then be destroyed by shredding the questionnaires and 
consent forms and by deleting all computerized data files (including electronic storage 
devices). 
Potential Risks: There are no known or anticipated risks to you by participating in this 
research. However, if you experience any distress as a result of participating in this study, 
you will be provided with a list of counselling agencies. 
81 
Dissemination of Results: A final report of the findings will be produced with a summary of all 
participant responses. Participant responses on the questionnaires will be kept anonymous, with 
no identifiable information included. The final report will be submitted to the UNBC Library, 
peer-reviewed journals for publication, and presented at professional conferences. No names or 
identifYing information will be included in the dissemination of the research results. 
Debriefing: At the end of the study, participants can request a copy of the final research 
report by contacting Desne Hall at (250) 640-1155 or via email at halld@unbc.ca). 
Other important Information and Contacts: You will be given a copy of the signed 
informed consent form for your own files . If you have any comments or would like further 
information about this study, please contact Desne Hall by telephone at 
(250) 640-1155 or via email at halld@unbc.ca. You may also contact Dawn Hemingway, 
Associate Professor at the University of Northern British Columbia by telephone at 
(250) 960-5694, or via email at hemingwa@unbc.ca If you would like to verify the ethical 
approval of this study, or raise any concerns that you may have, please contact the Office of 
Research at the University of Northern British Columbia at 
(250) 960-5820. 
Importance of This Research: The information derived from this research will be very 
useful to clinicians who provide screening and treatment services to seniors who gamble, and 
to various decision and/or policy makers in the development and evaluation of problem 
gambling programs and services. 
r---------------------------------------~---- --~ 
Informed Consent to Participate in Phase I of a Research Study 
I have read the above information and I understand that I am being asked to participate in a 
research study. I have received and read an information sheet that describes the study. I 
understand the conditions of my participation, including the requirement to complete 
questionnaires and that my responses to the questionnaires will be kept confidential. I also 
understand that there are no known or anticipated risks to me by participating in this 
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research. I have had adequate opportunity to consider the information in the document, and to 
discuss or ask questions pertaining to the study. I understand that my participation in this 
study is voluntary, and that I may refuse to participate, decline to answer any questions, or 
withdraw from the study at any time without explanation or penalty of any kind. 
This study was explained to me by (Print Name): ________________ _ 
Date: ________________ __ 
I have received a copy of this consent form and the information sheet, and my signature 
indicates that I agree to participate in the study. 
N arne of Participant: ----------------------------------------------------
Signature of Participant: ___________________ Date: 
Printed N arne of Witness: _______________ Signature of Witness: ______________ _ 
Informed Consent to Participate in Phase I of a Research Study Continued 
I believe that the person signing this form understands what is involved in the study and 
voluntarily agrees to participate. 
Signature of Investigator: ________________________ .Date: ------------------
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Informed Consent to Follow-Up Contact for Phase II of a Research Study 
I agree to be contacted by Desne Hall for up to one year so that I can be invited to participate 
in Phase II of the research study. I understand that providing permission to be contacted is 
not a commitment to participate in Phase II of the study. I also understand that Phase II of the 
study will be explained to me along with other aspects of ethical research practices, and that 
if I choose to participate, I will be required to sign an informed consent form before 
participating in Phase II of the study. 
The follow up component of this study was explained to me by 
(Print Name): ________ ___ _ Date: ----------
I agree to be contacted and invited to participate in Phase II of this study: 
I DYes I D No 
If I agree, Desne Hall may contact me at the following telephone number: 
( ) _______________ or address ____________________________________ ___ 
Informed Consent to Follow-Up Contact for Phase II of a Research Study Cont'd 
I have received a copy of this follow-up contact informed consent form and the 
information sheet of the study. My signature indicates that I agree to be contacted and 
invited to participate in Phase II of this study. 
Printed N arne of Research Participant: ____________________________________ _ 
Signature of Research Participant: _______________________________________ _ 
Date: ---------------------
Printed Name of Witness: ------------------------------------------------
Signature of Witness: __________________________________________________ __ 
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Informed Consent to Participate in Phase II of a Research Study 
You are being invited to participate in Phase II of a research study that involves 
completing two questionnaires and will investigate relationships between seniors, mental 
health, and gambling. If you have any questions or concerns about the study, please feel free 
to bring your questions forward before participating. 
Thesis Supervisor: Dawn Hemingway, BA, M.Sc. , MSW. 
Affiliation: Associate Professor, University ofNorthern British Columbia: Social Work 
Program. College of Arts, Social and Health Sciences. Telephone: (250) 960-5694. 
Researcher: Desne Hall, B.Sc. (Psych) Master of Social Work Student. 
Affiliation: University ofNorthern British Columbia: Social Work Program. College of Arts, 
Social and Health Sciences. Telephone: (250) 640-1155. 
This research is being conducted by Desne Hall who will produce a graduate thesis in order 
to fulfill the requirements for the degree of Master of Social Work at the University of 
Northern British Columbia (UNBC). Desne Hall will be working under the supervision of 
Dawn Hemingway, Associate Professor at UNBC. 
Purpose: The purpose of this research is to learn about the factors that might be associated 
with seniors who gamble in rural BC. For example, the study will explore things like the age, 
gender, and income of seniors who gamble, the types of gambling activities that seniors 
engage in, as well as the types of mental health issues that may be associated with seniors 
that gamble in rural BC. 
What is Required: 
If you are age 55 or older, you are invited to participate in Phase II of the study, which 
involves the completion of two mental health questionnaires. The first questionnaire, called 
the Psychiatric Diagnostic Screening Questionnaire (PDSQ) is a screen for mental health 
disorders. The second questionnaire, called the Personality Diagnostic Questionnaire--4+ 
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(PDQ-4+) is a screen for personality disorders. These questionnaires take approximately one 
hour to complete. 
Monetary Compensation: If you choose to participate in Phase II of the study, you will 
receive $30.00 compensation. 
Confidentiality and Anonymity: Your responses on the questionnaires will be kept 
completely confidential and anonymous, and you may decline to respond or withdraw your 
participation at any time. Code numbers will be used on questionnaires instead of names in 
order to protect your identity. Your name will only appear on the consent forms , which will 
be kept separate from the questionnaires in a safety deposit box at a bank. The coded 
questionnaires will be stored in a locked filing cabinet, located in an alarmed office that is 
accessible only to Desne Hall and Dawn Hemingway. No personal names or identifying 
information will be entered into electronic files- any data that is entered into a computer will 
be encrypted, password protected, and stored in a secure alam1ed office. 
Right to Decline or Withdraw: Your participation is voluntary and you may choose to 
withdraw at any time during the study without penalty of any kind. If you decide to withdraw 
at any point before the study is complete, the information that you have provided thus far will 
be destroyed, and you will receive full compensation for participating. 
Disposal of Data: All data will be kept in a secure location (with coded questionnaires kept 
separate from personal information) for three years after the completion of the study. The 
data will then be destroyed by shredding the questionnaires and consent forms and by 
deleting all computerized data files (including electronic storage devices). 
Potential Risks: There are no known or anticipated risks to you by participating in this 
research. However, if you experience any distress as a result of participating in this study, 
you will be provided with a list of counselling agencies. 
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Dissemination of Results: A final report of the findings will be produced with a summary of all 
participant responses. Participant responses on the questionnaires will be kept anonymous, with 
no identifiable information included. The final report will be submitted to the UNBC Library, 
peer-reviewed journals for publication, and presented at professional conferences. No names or 
identifYing information will be included in the dissemination of the research results. At the 
end of the study, participants can request a copy of the final research report by contacting Desne 
Hall at (250) 640-1155 or via email at halld@unbc.ca). 
Other important Information and Contacts: You will be given a copy of the signed 
informed consent form for your own files. If you have any comments or would like further 
information about this study, please contact Desne Hall by telephone at 
(250) 640-1155 or via email at halld@unbc.ca. You may also contact Dawn Hemingway, 
Associate Professor at the University ofNorthern British Columbia by telephone at (250) 
960-5694, or via email at hemingwa@unbc.ca If you would like to verify the ethical approval 
ofthis study, or raise any concerns that you may have, please contact the Office of Research 
at the University ofNorthern British Columbia at 
(250) 960-5820. 
Informed Consent to Participate in Phase II of a Research Study 
I have read the above information concerning Phase II of the study and I understand that I am 
being asked to participate in a research study. I have received and read an information sheet 
that describes the study. I understand that the conditions of my participation, including the 
requirement to complete questionnaires, is voluntary, and that I may refuse to participate, 
decline to answer any questions, or withdraw from the study at any time without explanation 
or penalty of any kind. I also understand that there are no known or anticipated risks to me by 
participating in this research. I have had adequate opportunity to consider the information in 
the document, and to discuss or ask questions pertaining to the study. 
This study was explained to me by: _______ Date: ________ _ 
I have received a copy of this consent form and the information sheet, and my signature 
indicates that I agree to participate in the study. 
Printed Name of Participant: ______ Signature: __________ _ 
Printed Name of Witness: _______ Signature: __________ _ 
I believe that the person signing this form understands what is involved in the study and 
voluntarily agrees to participate. 
Signature of Investigator: ___________ Date: ________ _ 
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Maximum 
Score 
Score 
5 ( ) 
5 ( ) 
Appendix H 
Mini-Mental State Examination 
ORIENTATION 
What is the: (year) (season) (date) (day) (month) 
Where are we: (state) (county) (town) (facility) (floor) 
REGISTRATION 
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3 ( ) Name three objects and have person repeat them back. Give one point 
for each correct answer on the first trial. 
1. 2. 3. __ _ 
Then repeat them (up to 6x) until all three are learned. 
[Number of trials __ ] 
ATTENTION AND CALCULATION 
5 ( ) Serial 7's. Count backwards from 1 00 by serial 7's. One point for each 
correct answer. Stop after 5 answers. [ 93 86 79 72 65 ] 
Alternatively spell "world" backwards. [ D - L- R- 0 - W ] 
RECALL 
3 ( ) Ask for the names of the three objects learned above. Give one point 
for each correct answer. 
LANGUAGE 
9 ( ) Name: a pen (1 point) and a watch (1 point) 
Repeat the following: "No ifs, ands, or buts" (1 point) 
Follow a three-stage command: "Take this paper in your [non-
dominant] hand, fold it in half and put it on the floor". (3 points) 
[ 1 point for each part correctly performed] 
Read to self and then do: "Close your eyes" (1 point) 
Write a sentence [subject, verb and makes sense] (1 point) 
Copy design [ 5 sided geometric figure ; 2 points must intersect] 
(1 point) 
Score: /30 Alert Overtly Anxious Concentration Difficulty Drowsy 
CLOSE YOUR EYES 
Sentence: 
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Socio-demographic Questionnaire 
1) Your Age: 
2) Your Sex: Male 0 
3) Your Marital Status: 
Single 
Common Law 
Divorced 
Separated 
0 
0 
0 
0 
4) What is your ethnic background? 
Asian 
East Asian 
South Asian 
European 
First Nations 
Aboriginal Ancestry 
Metis 
Middle Eastern 
North American 
South American 
Central American 
South Pacific 
African 
Female 0 
Married 
Widow/Widower 
Other 
0 
0 
-------
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
Other (Please Specify) ______ _ 
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5) What is the level of your education? (Please check all that apply) 
Elementary School Complete 0 
Elementary School Incomplete D 
Some Trades, Technical, Business, D 
or Community College 
Diploma or Certificate from Trades, 0 
Technical, Business, or Community 
College 
Secondary Complete 
Secondary Incomplete 
Some University Level 
University Degree at Bachelors 
or any higher level 
Other (Please Specify) __________________ _ 
6) What is your occupation? 
Accounting/Finance D Arts/Design/Media 
Business Owner 0 Clerical/ Administrative 
Computers/Telecom D Customer Service 
Education/University D Engineering/Technical 
Healthcare/Medical 0 Hospitality/Catering 
Human Resources 0 Legal/Consulting 
Logging/Forestry 0 Logistics/Transport 
Management 0 Marketing/Sales 
Scientific 0 Skilled Labour/Trades 
Travel/Tourism D Trapping 
Fishing D Disabled/On Pension 
Unemployed D Employment Insurance 
Social Assistance D Retired 
Homemaker D 
Other (Please Specify) 
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0 
D 
D 
D 
0 
D 
D 
0 
0 
D 
0 
0 
0 
0 
D 
D 
D 
7) What is your approximate yearly family income? 
Less than $10,000 0 
$10,000-$19,999 0 
$20,000- $29,999 0 
$30,000 - $39,999 0 
$40,000- $49,999 0 
$50,000- $59,999 0 
$60,000- $69,999 0 
$70,000- $79,999 0 
$80,000- $89,999 0 
$90,000- $99,999 0 
Over $100,000 0 
8) Have you ever sought help for concerns related to: 
A. Alcohol use 
B. Other drug use 
D. Gambling 
0 
0 
0 
E. Mental Health (Please specify) ______________ _ 
F. Other (Please specify) _________________ _ 
9) Have you gambled in the last 12 months? Yes 0 No 0 
(e.g., bingo, lottery tickets, casino, raffle tickets etc.) 
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10) If you have ever gambled, approximately what age were you when you first participated 
in any form of gambling activity? 
11) If you have ever gambled, what was the first type of gambling activity that you engaged 
in? 
12) From the responses below, please choose the best response that describes why you 
gamble: 
Fun/Excitement/Entertainment 0 
Have No Other Activities 0 
Boredom 0 
Loneliness 0 
Grief 0 
Relationship Break Up 0 
Shame or Guilt 0 
To Socializing with Other People 0 
To Win Money 0 
To Cope with Financial Stress 0 
To Win Back Lost Money 0 
Please comment on any other reasons or motivations for gambling (please describe) 
Thank you once again for your participation your input was very helpful! 
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I Name: I Date: I Birth date: 
CANADIAN PROBLEM GAMBLING INDEX 
PI t t fth . d th fi II h ease cons1 er e o owmg questions m t e con ex o e pas t t weve (12) mon th s 
1 Have you bet more than you could really afford to lose? Would you say: 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
2 Have you needed to gamble with larger amounts of money to get the same feeling of 
excitement? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
3 When you gambled, did you go back another day to try to win back the money you 
lost? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
4 Have you borrowed money or sold anything to get money to gamble? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
5 Have you felt that you might have a problem with gambling? 
D Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
6 Has gambling caused you any health problems, including stress or anxiety? 
D Never D Almost always 
D Sometimes D Don' t know 
D Most of the time D I do not wish to answer this question 
7 Have people criticized your betting or told you that you had a gambling problem, 
regardless of whether or not you thought it was true? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
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8 Has your gambling caused any financial problems for you for your household? 
D Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
9 Have you felt guilty about the way you gamble or what happens when you gamble? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
10 Have you lied to family members or others to hide your gambling? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
11 Have you bet or spent more money than you wanted to on gambling? 
D Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
12 Have you wanted to stop betting money or gambling, but didn ' t think you could? 
0Never D Almost always 
D Sometimes D Don't know 
D Most of the time D I do not wish to answer this question 
PI . d th fl 11 . th t ease cons1 er e o owmg ques wns m t t fth e con ex o e pas t tw I (12) eve mon th s 
GAMING ACTIVITY HOURS SPENT MONEY SPENT 
PER WEEK PER WEEK 
What is your preferred gambling activity? 
Do you consider alcohol and/or drug use to be a problem for you? 
DYes 0No 
Appendix K 
IQ!nr.-------- ----- - - -- Clit. --------
c. _ ___ _ 
EJbookllr =- - Ml<ll......_ =~ c--. c-~-- =...., = 
- tonn .. yGU acc:u lll'IOIIIlnl. fi'IOOdi.IICUG!Ill.lnCI biiiMn ~ tiiCft ~Cheek lit baa a. lW eoktM 
If It diMCiibel 110111 you liM liMn d'8o !Mtl!l. or • ldnQ. I lilt • 0011 net aj)Ciff1D .,CU. dleck till ball in t:ht 
Nlc:olutM-,.....- ..., ....... -.. Dtlllll Till rur z WIBI. •. 0 0 1. • . . dlid you fill ud ar ~ 
0 0 2. . .. did youfttl Ud ar _...., tw 
0 0 3. . . . 4111 you !PI' ... JOf ar IMiaun tnloY? 
0 0 4. 
0 0 5. r./) 
0 0 I. > 0 0 7. .. . !tid you IMUI 1e11t I ID 2 
0 0 a. 
95 
PDSQ 
TEST BOOKLET 
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~ 
0 0 24. n u :J 25. 
0 215. 0 
0 LJ 27 ~ 
0 ::J 28. ~ c - 29 
0 .10 
:..J 3 Wl1 
::J 12 I'll I" 
JJ 
JS 
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.,.. ... oolllllntl MIT' 2 WEEKI ... 
0 0 37. . .. did you of1111 go on eating binge~ (eat1n9 1 vtfJ 1Mpe amount of food very quicld1 over a short per1od or time)? 
0 0 38. • .. did y® of1ll1 fe It you 1;1111111 not ~ lloW muc:ll you wtfl eau 1111 dunng an eating blngt? 
0 [] 39. . .. did y()U ao on 8111illQ binges during wllicll you all so muclltllat vau felt uncomfortably luY? 
0 0 40. 
0 0 41. • .. d kl you ell alone !Suring an eating 
0 u 42. • .. old you go on utlng bing• and 
0 0 43. ... WO you YlfY UP38l Willi yourself r:n 0 0 «. ... to prMI!t pln&no wei gill from M > tlltXIfCIIIIXCIIIMiy? 0 0 45. ... to prevem wetg11t gain from an ea vomit or uee llllalhltt or water pills? 
CJ 0 46. . . . WIU YfN1 weight, or lilt lblptl ~ ~ tllintl tlllllfflctH your opinion rA yotXSelt? 
DUAiiillNI ftM1' 2 WEEKI ... ~ 
0 0 47. .. . did you WW'IY obtallvtly lbout d r 
0 0 48. ... did you WW'IY ~that z t'r1 you folgot Ill do IOIIIIII!Ing lmpc1111m--!lka lOcking llllltOof, tumlng all 1111 sliM, or pulllfll out 1111 e 
0 0 49. ... wn 111M tNnp you lett compe 0 0 'h llow PI'., tllllt yov coul4 n« '*'P 4Qing wi!M you tr1td? 
0 0 50.. ~ z lllty lntlrftrld wllfl getting othW 1111ngs dollt? 0 0 51. ~ 
0 0 52. ... did you obeaaMiy and ~ r 
0 0 53. 0 ~ ?:' u ~-NI1'2WIBI ... c 0 0 S-4. (/). 0 0 0 55. m 0 0 58. ... did you !Ill .., ICII'fd .... z 0 0 57. .. . did you ll'tluddM altal:b of In 
0 
out of 1111 111111, IGr 110 re.- at Ill? 
0 0 51. ... did lfOIIQIIIUdclell altal:tl or you t11aug11t IIGIIlell1lng terrlllll miQIII hiiiJIIIIII, suc11 • your dying, 
Pill eruy, or 10111111 Wllhl? ~ 
0 0 51. had line or men d lilt followil9 symptom~: he.-t raclncl n or filling faint? 
0 0 60. ... did you W0111Y a I Cit aiiCiut having 0 c u 61 . or to ~ lfiOUI' behavior or normal routine? 
~ 
DUR .. Tit£ NIT 2 wtEJI, .. ~ 
.J L.. 82. ,fld tninl}s nap~" tnat YtiU kne-w • yeo were your imagination? 
.;3 .•. ere you C()fl u1ced t!lal er J;~le were wat:cldno ,ou. ralldno about you, or SDltliiG on vou? 
_] b4. aid you llt•nlc ~ar you .vere '" dar ger ootcau.se som~e w-.aa ploMtng 10 hurt you? 
as M yc~ ttun !llaf )tiU ~ad spe c a/ powers orller peopte dtan·r have? 
~6 1t-G lett :n t wme ~~.rs,ae ·~ret or No~ ·,ns Cor:!roillng 1CUI :Joey !II' 'lMO? 
ei 10 ;o• ~1!iii '''C<s :tot ct!ler ~~Jpie d ~ll t ~ear. Of see ,r,gs 1. at ~ll!er peocr,a ct.an·r ~•' 
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NOT£: MOST llf THE FOLLOWING QUESTIONS REFER TO THE PAIT I MOtlfHI. 
Yet No OUIUM TH1 PAST 8 IIONTIII •.• 
w [j 68. . .. did you rf9ular1y awld any situations beause you ware afraid they'd 'iiiH you Ill have an anxiety attlck? 
69. ...did any of lite following make you feel fearful, anxious. or nervous becauSe you were afraid you'd have an anxiety attack 'n the situallon? 
0 0 a. goinG outsidl far away from home 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
0 
--
l j 
0 b. 
0 c. 
0 d. 
0 .. 
0 t. 
0 Q. 
0 r.. 
0 70. 
0 n . 
0 72. 
0 73. 
0 7 • . 
0 75. 
0 76. 
77. 
0 L 
0 b. 
0 c. 
0 d. 
0 e. 
0 t. 
LJ g. 
0 h. 
0 78. 
::J 79. 
- 30 -
J Sl. 
2 
3 
bfin9 In croWded ptac11 
standi~: in lOng una (/) 
btlna on a btidQt or ill a tunnel > traveling in a but, trlln, or plane 
drtvlng or rtdlng In 1 car ~ btlno 1101111 akW ~ btlnt in wlde-oplclspaca (like a pa 
... did you -'motl a!WeyiQit very an r me above situations? 
.. . did you hGd II1Y ollhllbove sltiJ t:d antloU8 or fearful? 
Dlllllll THE P'AIT 8110m11 ••• z 0 
... did you wany a lot abOUt embiml 0 z 
... did you wary a lot 111at you mlgllt ~ r that you wtr11 .tupKI or foolish? . .. did you f"l vtiY niiVOIII In sitlllll4 1-'Ij ~ ~Ill you? ... were you lllnmlly nervous In soc 0 .. . did you regubwly aY'Oid any sltuaao 
?0 u ~ or SlY sometlling to Mttllrrasa yourself? ... did you wary a lot about doing or nelf in any of 1111 following situationa? 
public IPIIklllll e 0 
eating In front of otlw people r./1 z using public r--. tn 
wrt11ngln front ol olll«< 0 Slying aollllttlifii&1Upld wnen you we 
31111t1ga QUIItiOII ~ in a groop ot ~ 
busln- meetlnga n panles « otiNr ~itl gatlleringa 
. . did you Mlolt always gil very WI 0 rh• above sJtu.iUons? 
. . did you, avoid any ot the above sil!Ja ~ '"Jdous Of fearful? 
IJURIHC THE PAST I MONTIIS ... ~ 
Old 'fCU mtnk at yc" Kera ormlu n g ' """ llr U\ol l , 
~ld a )llnt 1n yow fa.m1 thrnk or say tltat yoo were a n 111!1 too ucn r that :10~ nad an a co~o; oroc.em' 
~·d r•ends. a dcctor. Jt illlyMs else think o< say that you Nere :lnnk• g ·oo r'1ucn• 
; d rou :m k J. OOI.J1 cum~g do~'" or '' , it1ng ;our i2 n~ K•~g ? 
: 4 1 ov tn.r.k that ,ou ad an liCi)llOI JrOOlem' 
:ecause Jf ye~r ~,.~ · ~g :1'11 i ();. cta~a pr ten•s ~ , 1 ~1tr·1~e 11 ·o.,r .. ·o :. t" . , ~, '• !"oCS '' 'Jrr•• .c 'if ~,;._;.r.c·J .;~ -,~ , 
Jr '" 10:~ Jtn r '!'Pill'! ant liN Ji ,our .•a? 
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'Ill Me DUIIINI THE PAST I llotmll ... 
0 0 86. . .. c!ld you think that you were using drugs too much? 
0 0 87. . .. did anyone In your family think or say that you ware using drugs too much. or that you had a drug problem'? 
0 0 86. ... did friends. a doctor, or anyone a~ drugs toa much? 
0 0 89. . .. did you think about cutting down Q 
0 0 90. ... did you think you hid a drug prob~ r:/J 
0 0 91 . ... because of your drug use dlcl you > your job; wi111 your lrienda 0( family; doing household chores; or In any other Important area of 'I s: 
DUKI. THE PAST IIIOIITitl ••• ~ 
0 0 92.. ... w .. you 1 nervoue petiOli on mo r 0 LJ 93. ... did you worry 11« that bid things doll Ill you? 
0 0 ~. ... did you worry about things !hit otl tr1 r lbout1 
0 0 95. . .. WR you worrlld Of anxiOUI about 0 fl on moat days? 0 0 91. ... did '/Oil oflln 1111 rlltllla or on ld z 
0 0 97. .. . did you o1111n have problll!ll falli"' 0 z lgabouttlllngs? 0 0 98. ... did you often fatl t8flllon In your n r "" 0 0 99. ... did you often have dlfllcutty cone• ~ ~ yourworrtu? 0 0 100. . .. wttt you oflln snappy Q( lrrftalllt ~ lng stressed out? 
0 0 101 . ... wu it hard for you Ill control Q( stc 0 u ?0 
DUIUII THE PAST I ...nil ... c 0 0 0 102. ... hiVI you hid I lot ot stomach and z a, vomiting, txctlllve gat, stomach bloating, or diarrhea? 0 0 103. ... hiVI you btln bothertd by ICI'IU r:/'J. your body? 
0 0 104. Do you get sick men thlft most peop tT1 0 0 0 105. Hu yout physiCal htlltll be .. poor n ~ 0 0 106. Art your doctDrl U8WJiy unable Ill ftn ~ symptoma? 
n 
0011111 THE PUT I IIOIITHI ••• 0 0 0 107. ... did you often worry lhlt you might 
0 0 108. . wu it hard to stop worrying that '/C ~ 
LJ 0 109. .. dld yout doctor say you didn't have ~ d to stop thinking about 11? 
::J LJ 11 0. aid ~ou worry so much about navin with your activ1tlea 0( 11 caused you problems? 
,:J 11 1 did you visrt the aoctO( a lot becaus serious physical Illness? 
Appendix L 99 
Personality Questi • Ire 
Developed by Steven E. Hyl . of the New York State Psychiatric Institute. The 
items included in the PD w adapted from the diagnostic criteria of the American 
i nostic and Statistical Manual of Mental Disorders, fourth ,......... ... -.~ 
ains items originally included in the PDQ and the PDQ-R 
na1 s. Investigators who wish to use this instrument should contact 
tate Psychiatric Institute, Unit# 130, 1051 Riverside Drive, New 
. elephone (212) 543-5656. 
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Your Name 
Today's Date 
Your Age -----
Your Sex 
your Marital Status 
Your race/eth · me group 
Highest level of education 
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Instructions 
The purpose of this questionnaire is for you to describe the kind of person you 
are. When answering the questions, think about how you have tended to feel, think, and 
act over the past several years. To remind you of this, on the top of each page you will 
find the statement: "Over the past several years ... " 
T (True) means that the statement is generally true for you. 
F (False) means that the statement is generally false for you. 
Even if you are not entirely sure about the answer, indicate "T" or "F" for y 
question. ~ 
For example, for the question: ~ 0 
xx. I tend to be stubborn. T F ~ 
If, in fact you have been stubborn over the past seve__......,.Q . . s, you would answer True 
by circling T. A: 
If, this was not true at all for you, you woul er False by circling F. 
There are no correct answers. 
You make take as much time as l: 
Over the last several years ... 
1. 
2. 
3. 
4. 
5. 
6. 
7. 
8. 
9. 
10. 
11. 
12. 
I avoid working with others who may criticize me. 
I can't make decisions without the advice, or 
reassurance, of others. 
I often get lost in details and lose sight of the 
"big picture." 
I need to be the centre of attention. 
I have accomplished far more than others give 
me credit for. 
I'll go to extremes to prevent those who I love 
from ever leaving me. 
Others have complained that I do not keeP. 
with my work or commitments. 
I've been in trouble with the law se 
(or would have been if I was ca t). 
Spending time with family 
interest me. 
I get special messa 
around me. 
--..-,...--- e friends with people only when I am sure 
ey like me. 
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T F 
T F 
T <5& 
F 
F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
T F 
Over the last several years ... 
14. I am usually depressed. 
15. I prefer that other people assume responsibility 
for me. 
16. I waste time trying to make things too perfect. 
17. I am "sexier" than most people. 
T 
T 
18. I often find myself thinking about how great a "..(L__, T 
person I am, or will be. 0 '-r ~ 
I either love someone or hate them, with nothing A -«:. 
in between. "" 
19. 
20. I get into a lot of physical fights. 
21. I feel that others don't understand or appr 
22. I would rather do things by myself t~\ WI 
other people. \_) 
23. I have the ability to know th things will 
happen before they actual 
24. I often wonder whet 
can really be trusted 
~0 
e. 
25. out people behind their backs. 
26. ·n my intimate relationships 
afraid of being ridiculed. 
sing the support of others if I disagree 
them. 
T 
T 
T 
T 
T 
T 
T 
T 
T 
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F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
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Over the last several years ... 
28. I suffer from low self-esteem. T F 
29. I put my work ahead of being with my family or T F 
friends or having fun. 
30. I show my emotions easily. 
31. Only certain special people can really 
appreciate and understand me. 
0~ 32. I often wonder who I really am. T F 
33. I have difficulty paying bills because I don't stay ~~ T F at one job very long. ~0 34. Sex just doesn't interest me. T F 
35. Others consider me moody and "hot tempe T F 
36. I can often sense, or feel things, that T F 
37. Others will use what I tell them T F 
38. There are some people I d T F 
39. I am more sensitive t T F 
than most people. 
40. I find it diffi art something if I have to T F 
do it by m 
41. er sense of morality than other people. T F 
T F 
se my "looks" to get the attention that I need. T F 
Over the last several years ... 
44. I need very much for other people to take notice 
of me or compliment me. 
45. I have tried to hurt or kill myself. 
46. I do a lot of things without considering the 
consequences. 
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T F 
T F 
47. There are few activities that I have any interest in. F 
48. People often have difficulty understanding what I say. o~ T F 
49. I object to supervisors telling me how I should A~ T F 
do my job. 6"' 
50. I keep alert to figure out the real meaning of ~ T F 
what people are saying. A~ 
51. I have never told a lie. ~ T F 
52. 
53. 
54. 
55. 
I am afraid to meet new people bee 
inadequate. ~ 
I want people to like me so c that I volunteer 
to do things that I wouluq;..,.K!r 
,....... ... .__~ f things I don't need 
ow out. 
a lot, people say that I 
ting to the point. 
ect other people to do favors for me even 
ough I do not usually do favors for them. 
T F 
T F 
T F 
T F 
T F 
T F 
Over the last several years ... 
58. I am a very moody person. 
59. Lying comes easily to me and I often do it. 
60. I am not interested in having close friends. 
61. I am often on guard against being taken 
advantage of. 
62. I never forget, or forgive, those who do me wrong. 
63. I resent those who have more "luck" than I. 
T 
T 
T 
~~ ~a T 
64. A nuclear war may not be such a bad idea. 0~ 65. When alone I feel helpless and unable to care ~ T T 
for myself. A-~ 
66. If others can't do things correctly I wou 
prefer to do them myself. 
67. I have a flair for the dramatic.~ G 
68. Some people think that I t a antage of others. 
69. I feel that my life is 
70. 
71. 
72. c ty relating to others in a 
~Q.:JIIJe situation. 
e have often complained that I did not 
alize that they were upset. 
T 
T 
T 
T 
T 
T 
T 
T 
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F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
F 
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Over the last several years ... 
74. By looking at me, people might think that I'm T F 
pretty odd, eccentric or weird. 
75. I enjoy doing risky things. T F 
76. I have lied a lot on this questionnaire. 
77. I complain a lot about my hardships. F 
78. I have difficulty controlling my anger, or temper. 0~ T F 
79. Some people are jealous of me. T F ~~ 80. I am easily influenced by others. T F ~0 81. I see myself as thrifty but others see me as T F 
being cheap. ~ 
82. T F 
83. T F 
84. I am a pessimist. T F 
85. I waste no time in ge k at people who T F 
insult me. 
86. eople makes me nervous. T F 
87. s I fear being embarrassed. T F 
88. . 1ed of being left to take care of myself. T F 
8 . p p e complain that I'm "stubborn as a mule." T F 
108 
Over the last several years ... 
90. I take relationships more seriously than do those T F 
who I'm involved with. 
91. I can be nasty with someone one minute then find T F 
myself apologizing to them the next minute. 
92. Others consider me to be stuck up. 
93. When stressed, things happen. Like I get paranoid 
or just "black out." 
94. I don't care if others get hurt so long as I get T F 
what I want. 
95. I keep my distance from others. T F 
96. I often wonder whether my wife (husband, gir T F 
or boyfriend) has been unfaithful to me. ~ 
97. I often feel guilty. () T F 
98. ose below) T F 
Check all that apply to yo 
oney than I have ..................... __ 
ith people I hardly know ................ __ 
· g too much ........................................ __ 
f. Reckless driving ........................................... __ 
Over the last several years ... 
99. When I was a kid (before age 15) I was somewhat of 
a juvenile delinquent, doing some of the things below. 
Check all that apply to you: 
(1) I was considered a bully ......................................... __ 
109 
T F 
~~ 
(2) I used to start fights with other kids .......................... __ ~ 
(3) I used a weapon in fights that I had ..........................• -A a 
(4) I robbed or mugged other people .......................... ,....k-¥-
(6) I was physically cruel to animals ............ . 
or destroyed property ..................... __ 
rom home overnight more than once ......... __ 
e n skipping school, a lot, before age 13 ............... __ 
broke into someone's house, building, or car ............. __ 
